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The normal skin has an acid pH between 4 and 6. 
This acid mantle acts as a protective barrier. 


When the skin is washed with soap or detergents, or is exposed 
to chemicals, solvents, et cetera, the protective acid mantle 
is removed lenediotely otter 
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This exposes the unprotected skin to contact irritants and 5) Doma CHEMICALS INC 
pathogenic organisms. It results in a rise in the skin pH above 
7, provides a fertile field for development of harmful bacteria AVAILABLE 

Acid Mantle Creme pH4.2 in 1 oz 
tubes, 4 oz. and 16 oz. jars. Acid 


Mantle Lotion pH4.5 in 4 oz 
squeeze bottles and 16 oz. bottles 


and fungi, and may result in various types of dermatitis 


Dome Acid Mantle returns the skin to its normal acid pH 
in a matter of seconds and holds it for hours. Both the creme 





and lotion are greaseless and stainless 
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DOMEBORO® TABS mya 


OnE PINT OF 
" ° PLAIN WATER 
For acute, weeping dermatitis, Domeboro is the established wet 2+H,0 
2 

dressing therapy all over the world 
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: Proven 
Domeboro makes a fresh solution of aluminum acetate (Burow’'s piped 

Contains aluminum sulfate, calc! 


Solution 1:20) buffered to a pH4.2 vm acetate and boric ocid 


AVAINABLE—Tablets (individually Cellophaned) in cans of 12, 100, 500 and DOME CHEMICALS ING 
” th Sees 
1000. Packets (single dose) 12 and 100. Bulk Powder, 4 0z., 13 oz. and 4 Ib oot Sireet, EE Teee 
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XYLOCAINE® HCI SOLUTION ASTRA 


The Name That Marks a New Era in Local Anesthesia 





Xylocaine provides peak values in: 
e Duration e Clinical Effectiveness ¢ Clinical Tolerance « Speed 
e Stability e Versatility e Clinical Predictability « Safety ¢ Depth 


Trade Name: XyLocAINE Generic Name ; Jidocaine* 


Chemical Name: 2 -Diethylaminoaceto-2,6-xylidide 


CH, 
Ss 


l 
Chemical Structure: @ _S—NHOOCHNT 


Potency; Two to three times that of procaine. 
Duration of Action: Two to three times that of procaine. 
Anesthetic Index. 1.8. Surface Anesthetic Index; 8. 


CoH; 


Safety Factor : Two to three times that of procaine (because smaller 
concentrations and volumes are clinically as effective). 
Sensitivity ; Allergic manifestations and sensitizing reactions. 

have never been reported. 

Inhibition of Therapeutic Action of Sulfonamides or Antibiotics: None. 


Versatility ; Effective in local infiltration anesthesia; in major conduction 
anesthesia; in temporary therapeutic blocks for relief of pain; 

in topical anesthesia. 

Available on Request . Descriptive literature, bibliography, and trial supply. 


Supplied ; Vials, 0.5%, 1% and 2% in 20 cc. and 50 cc. without and 
with epinephrine 1:100,000; 100 cc. vials, 1% without epinephrine. 
Ampoules, 2 cc., 2% without and with epinephrine 1: 100,000. 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass. ae 


*y. S. PATENT NO. 2.441.498 





thinking about a new fluoroscope? 


get a fine One... the little more it may cost* 
will pay off handsomely in the long run. A fine 
Picker fluoroscope like this will serve you efficiently 
for many a long year. It is built by the same skilled 
craftsmen to the same high standards as the Picker 
apparatus used in three out of four Medical Schools and 
Teaching Institutions in the U. S. and Canada. 


*You can rent it (or any other Picker apparatus) if you'd rather. 


x-ray 
25 South Broadway, White Plains, N. Y 
Picker x-ray apparatus is backed by a service organization without 


peer in the field. There’s a local Picker office near you, ready to 
serve you well and promptly in anything having to do with x-ray. 
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This Journal is dedicated to the advancement of sound industrial medicine, including the surgery of in- 
dustrial trauma. To that end its varying contents will embrace scientific papers, reports, digests, news 
items and official statements, together with editorial comment. The editorial policy is to avoid undue 


censorship. Some contributions ably prepared will be published although contravening the personal 


opinions of the editors. Care will be exercised in checking the accuracy of known facts, as printed, but 


in all other respects statements and opinions are those of the author and may not be shared by the editors. 
On any article, the editors reserve the right to comment favorably or otherwise, in the current or any 
subsequent issue. On this basis, contributions are invited. The opinions expressed in any contributions, 
including the editorials of this Journal, do not necessarily reflect the attitude or opinions of any asso- 


ciated organization. 
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“Prompt healing without infection 








resulted in all traumatic lesions treated”* 


‘ 


‘,.. Furacin is an effective antibacterial drug 
which may be safely prescribed for a variety of 
conditions involving the external eye and lids.” 


FaRENNAN, J.W.s AM OPMTH. 3 343, 19 


e@ rapid, effective antibacterial action against a 
wide var lety of gram-negative and gram-positive 
organisms with unique lack of irritation 


@ does not inhibit phagocytosis or retard regenera- 
tion of the highly sensitive corneal epithelium 


effective in the presence of pus and mucus 
indicated in external ophthalmic bacterial infec- 
tions including conjunctivitis, blepharitis, dac- 
ryocystitis, keratitis, hordeolum, lid abscesses and 
for the prevention of post-operative infections 


For infections of the nose and ear: 
FURACIN nasal topically effective antibacte- 
rial in rhinitis, nasopharyngitis and sinusitis: available in 15 cc 
dropper bottles, providing Furacin (brand of nitrofurazone) 
0.02% in an isotonic, buffered solution as: FURACIN NASAL WITH 
EPHEDRINE (with ephedrine* HCl 1%); FUuRAcIN Nasal WITH 
NEO-SYNEPHRINEt (with phenylephrine * HCI 0.25°7 ). 


FURACIN Car SOLUTION prompt antibac- 
terial and deodorizing action in otitis. 

Furacin Ear So_ution contains Furacin (brand of nitrofura- 
zone) 0.2% in hygroscopic, water-soluble, polyethylene glycol 
Dropper bottle of 15 cc. 


Tt weo-sYNEPHRINE—REG. TRADEMARK WIN P-STEARNS, INC., BRAND OF PHENYLEPHRINE. 





ore f i 
pr ee 
FURACIN 
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FURACIN 


ophthalmic 


FURACIN OPHTHALMIC LIQUID (sterile) contains 
Furacin (brand of nitrofurazone) 0.02% dissolved 
in an isotonic aqueous solution. Dropper bottle of 
15 cc. FURACIN OPHTHALMIC OINTMENT contains 
Furacin (brand of nitrofurazone) 1% in a petro- 
latum base. 3.5 Gm. tube. 





a new class of antimicrobials 


EATON LABORATORIES, Norwich,N.Y, onl Js NITROFURANS citer antibiotics nor sulfas 
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Personal 


DIXON HOLLAND, Colonel, 
B. Medical Corps, United 
States Army, has been appointed 
Secretary of the Council on Indus- 
trial Health of the American 
Medical Association. He will as- 
sume this position about the mid- 
dle of July. COLONEL HOLLAND was 
born in 1910 in Texas; graduated 
M.D. from the University of 
Texas School of Medicine, Galves- 
ton in 1934. Following internship, 
he went into active duty as Army 


Medical Officer, “Health Officer 
and Doctor,” with the Civilian 
Conservation Corps, 1935-36. 


Since January, 1937, he has been 
Medical Officer in the regular 
Army. Since July, 1955, he has 
been Medical Director of the 
Army Federal Civilian Employ- 
ees’ Health Service and Chief of 
Preventive Medicine and Assis- 
tant Surgeon, Aberdeen Proving 
Ground, Maryland. 


DELAIDE ROMAINE, M.D., Medical 
Director, Federal Reserve 
Bank of New York, has an article 
on “Alcoholism in Industry” in J. 
Am. Med. Women’s Assoc., March, 


1956. 


ERIODIC physical check-ups help 

detect cancer at Ford Division 
of Sperry Rand Corporation, New 
York. BENJAMIN N. BERG, M.D., 
Medical Director, said a six-year 
program—set up in cooperation 
with the County Medical Society 
and the American Cancer Society 

turned up six cases of cancer, 
and “scores” of pre-cancerous and 


many other conditions needing 
medical attention. 
—Industriv! Relations News, March 


24, 1956. 


H488¥ E. TEBK9CK, M.D., is Chair- 

man, JAMEs H. MCDONOUGH, 
M.D., is Vice-Chairman, and 
NORMAN PLUMMER, M.D., is Secre- 
tary of the Section on Industrial 
Medicine and Surgery of the 
Medical Society of the State of 
New York. The Section program 
at the 150th Annual Meeting of 
the Society, May 7-11, 1956, Hotel 
Statler, New York, includes: (1) 
“Environmental Cancer and its 
Relationship to Industry, the Phy - 
sician, and the Community”’— 
ROBERT E. ECKARDT, M.D., Director, 
Medical Research Division, Esso 
Research and Engineering Com- 
pany; (2) “Medical Problems in 
the Use of Atomic Energy in In- 
dustry”—ROY EE. ALBERT, M.D., 
Chief, Medical Branch, Division 


{ 
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new multivitamin 
formulated for 


and sold to 
industrials 


Each POLYTERRA tablet contains: 


Vitamin A (Acetate) 10,000 U.S.P. Units 
Vitamin D (Irradiated 

Ergosterol) 1,000 U.S.P. Units 
Vitamin B-1, U.S.P. 5 mg. 
Vitamin B-2, U.S.P. 
Vitamin B-6, U.S.P 
Vitamin B-12, U.S.P. 
Niacinamide U.S.P 
Calcium Pantothenate 
Vitamin C (Ascorbic Acid U.S.P.) 
Folic Acid U.S.P 
Calcium (From Dicalcium Phosphate) 
Phosphorus (From Dicalcium Phosphate) 
Iron (From Reduced Iron) 
Copper (From Cupric Sulfate) g. 
Magnesium (From Magnesium Carbonate) 30 mg. 

(From g Carbonate) _ 1 mg. 

Cobalt (From Cobaltous Carbonate) 0.1 mg. 
Zinc (From Zinc Oxide) 1.2 mg. 
Pp (From Pot Chloride) 3.0 - 
lodine (From Potassium lodide) 5m 
Molybdenum (From Molybdenum Trioxide) 0.1 a 








Dosage: One tablet daily preferably with 
a meal, or as directed by industrial phy- 
sician. Supplied: Bottles of 100. 


*Trademark 


Jy 





CHICAGO 11, ILLINOIS 


95 tA 
25% 


From to 50% of all industrial workers 
have some evidence of suboptimal nutri- 
tion.!2 Obviously, such a high ratio of 
malnutrition must be reflected in lost 
man-hours and decreased efficiency. 


A systematized POLYTERRA program can 
help correct this. POLYTERRA contains 11 
important minerals and 10 essential vita- 
mins, including 100 mg. of ascorbic acid, 
‘|. the most desirable level of intake” 

for factory workers.’ 


Look over this POLYTERRA formula—es- 
pecially designed for use by industrial 
employees. For further information on 
the POLYTERRA program, contact your 
usual source of supply, or write: 


Industrial Sales Division, J, B. Roerig and Company 
536 Lake Shore Drive, Chicago 11, Illinois 





1. Babcock, M. J.,et al: Milbank Mem. Fund Quart.: 
4 323 (Oct.) 1954. 2. McLester, J. S. and Darby, 

J.: Nutrition abe diet in health and disease. 
W. B. a and Company, Philadelphia, 1952, 
p. 584. Pollack, H. and Halpern, S. L.: Thera- 
— Nutrition National Research Council, pub- 
ication 234, 1952, p. 37. 
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New England Industrial Medical 
Association 


Officers—1955-56 


PRESTON N 3ARTON, M.D., President 
New Departure Div., General Motors 
Meriden, Connecticut 
Rosert C. THOMPSON, M.D., Vice-Presi 
dent General Electric Company, 


Lynn, Massachusetts 
J ALLAN THOMPSON, M.D., Secretary- 
Treasurer. New England Telephone & 


Company 
Street, 


Telegraph 
245 State 
Board of 

FLANDERS, 


Boston 9 
Directors—1955-56 


ROBERT M.D., 


967 Elm Street, Manchester, New 
Hampshire 

Joun F. Kitcus, Jr., M.D., 
West Street, West Litchfield, Connec 
ticut. 

Henry B. Moor, M.D., 
147 Angel Street, Providence, Rhode 
Island 

Henry F. Howe, M.D., 
Procter & Gamble Company, Quincy, 
Massachusetts 

JoHN P. CREED, M.D 
105 Emerson Street, Haverhill, Mas 


sachusetts 


Component Society of the Industrial 


Medical Association 





Industrial Medical Association 
of Philadelphia 
Officers 

LAURENCE P. DEVLIN, 
Frankford Arsenal, 

JoHN M. Cor, M.D., President-Elect. 
Gulf Oil Corporation, Philadelphia. 

GILBERT B. MEYERS, M.D., Secretary. 
Electric Storage Battery Company, 
Philadelphia 

C. R. Houcuins, C 
Room 1945, 161 
Philadelphia 2 

WaLLAce L. Davinson, M.D., Treasurer 
Sharp & Dohme, Philadelphia 

Directors 

F. Curtis DoHAN, M.D. 

THOMAS H. HoGsHeap, M.D. 

E. KERN LINDER, M.D. 

BERNARD BEHREND, M.D. 

KATHRYN M. Hess, M.D 

WALTER G. VERNON, JR., 


M.D., President 
Philadelphia 37. 


yrresponding Secretary. 
Pennsylvania Blvd 


M.D. 


Component Society of the Industrial 


Medical Association. 





New York State Society of Industrial 
Medicine, Inc. 


Officers 

HAROLD BRANDALEONE, M.D., President. 

Third Avenue Transit System, 116 
West 32nd Street, New York 1. 

FRANK P. GuipotTti, M.D., Vice-President 
New York Hotel Trades Council & 
Hotel Association Health Center, 501 

West 50th Street, New York 19. 

Harry E. Tesrock, M.D., Sec.-Treas. 


Products, Inc., 1740 


York 19. 


Committee 


Sylvania Electric 
Broadway, New 


Executive 


THomMAS G. RIGNEY, M.D. 

Davip H. GOLDSTEIN, M.D 

JoHN J. Poutas, M.D. 

S. CHARLES FRANCO, M.D., Ex-officio 
(IMA District Counselor). 

Component Society of the Industrial 

Medical Association. 





= a 
(Reg. U.S. Pat. Off.) 
Now combined with 
INDUSTRIAL MEDICINE 
and SURGERY 
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of Biology and Medicine, U.S. 
Atomic Energy Commission; (3) 


Discussion—“Criteria of 
Disability and Employability” 
NORMAN PLUMMER, M.D., New 
York Telephone Company; Assis- 


Panel 


tant Professor of Clinical Medi- 
cine, Cornell University Medical 
College; S. CHARLES FRANCO, M.D., 


Consolidated Edison 
Associate Clinical Professor of 
Industrial Medicine, New York 
University Postgraduate Medical 
School; EDWARD P. FLOOD, M.D., 
Director of Medicine, St. Francis 
Hospital; LEROY FUGAL, Ph.D., 
Manager of Employment Prac- 
tices, General Electric Company; 
A. B. PRICE, M.D., Chief Medical 
Consultant, Division of Disability 
Operations, Bureau of Old Age 
and Survivors Insurance, Social 
Security Administration, Depart- 


Company; 


ment of Health, Education and 
Welfare; (4) “The Need for a 


Bureau of Industrial Medicine in 
the State Society”—PETER J. 
DINATALE, M.D., Chairman, Coun- 
cil Industrial Health Committee. 


(5 PReiTT W. H. SCHEPERS, M.D., 
Director of the Saranac Lab- 


oratory, Saranac Lake, New 
York, at the 22nd Annual Meet- 
ing of the American College of 
Chest Physicians, Chicago, June 
7-10, 1956, will present a study 


of “Industrial 
brosis Its 


Pulmonary Fi- 
Influence on the Pul- 
monary Circulation: Histo-patho- 
logical Aspects.” 
A SYMPOSIUM on Medical As- 
pects of Vehicle Accident 
held 


Prevention will be at New 


York University-Bellevue Medi- 
cal Center, May 23, 1956. This 
Symposium is sponsored by the 


New York University-Bellevue 
Medical Center in cooperation 
with the Committee on Public 


Health of the New York Academy 
of Medicine, the New York State 
Industrial Medical Society, and 
local medical The day 
meetings will consist of panel 
workshops at the University 
Medical Center; the evening 
meeting will convene at the New 
York Academy of Medicine. The 
speakers for the evening session 
include: HERMAN E. HILLEBOE, 
M.D., Commissioner of Health, 
State of New York; w. P. SHEP- 
ARD, M.D., Chairman, Council on 
Industrial Health, American 
Medical Association; and HOWARD 
A. RUSK, M.D., Professor and 
Chairman, Department of Physi- 
| cal Medicine and Rehabilitation, 
| New York University College of 


societies. 











Industrial Medical 
Association 


Western 


Officers 
PACKARD THURBER, JR., M.D., President. 
111 West 7th Street, Los Angeles 14. 
DouGLAsS D. McKINNON, M.D., Vice- 


President 

Medical Square 

2200 West 3rd Street, 
Epwarp J. ZAIK, M.D., Secretary. 

The Pacific Telephone & Telegraph Co., 

740 South Olive Street, Los Angeles 14. 


Building No. 1 


Los Angeles 5. 


CLARENCE L. Lioyp, M.D., Treasurer. 
Medical Director, North American 
Aviation, Ince., 


Los Angeles 45. 
ELIZABETH SCHEUNER, Assistant Secre- 
The Pacific Telephone & Telegraph Co., 
740 South Olive Street, Los Angeles 14 

NoRMA SporNy, Assistant Treasurer. 
North American Aviation, Inc., 

Los Angeles 45. 
Directors 

Homer S. Etmaquist, M.D., 
629 South Westlake Avenue, 
Los Angeles 5. 

ForrReEST E. RieKe, M.D., 1956 
210-A N.E. Oregon Street, 
Portland 14, Oregon. 

A. C. REMINGTON, M.D., 1956 

Sepulveda Boulevard, 

Los Angeles 45, California. 


Chairman 


ORn] 
51 


L. E. Curtis, M.D., 1957 
225 Bush Street, 
San Francisco 20, California 
JOHN S. STEPHENS, M.D., 1957 
Medical Office, Department of Water 
& Power, Box 3669, Terminal Annex, 


Los Angeles 54, California 


Davip D. HoLapAy, M.D., 1958 
rd & 20th Streets, 
San Francisco, California. 


VERNE G. GHORMLEY, M.D., 1958 
032 Tulare Street, 
California. 


Fresno, 


Component Society of the Industrial 
Medical Association. 








Central States Society of Industrial 
Medicine and Surgery 
Officers 

President 

E. S. Jones, M.D., Hammond, Indiana. 

President-Elect 

LEONARD ARLING, M.D., Minneapolis. 

Vice-President 

Epwarp J. SCHOWALTER, M.D., Chicago. 

Secretary-Treasurer 

ROLAND A. JACOBSON, M.D., 28 East 
Jackson Boulevard, Chicago. 


Chairman 
CoopPER, 


Board of Governors 


Program 


GroRGE J M.D., Chicago. 





1956—ELsToN L. BELKNAP, M.D., Mil- 
waukee, Wisconsin 
CHARLES A. CIBELIUS, M.D., Rock- 
ford, Illinois. 
BurRTON C. KILBOURNE, M.D., Chi- 
cago. 
ARTHUR K. PETERSON, M.D., Chi- 
cago. 
THEODORE J. SMITH, M.D., Whiting, 
Indiana. 
1957—DoNnaLtp C. Conzett, M.D., Du- 
buque, Iowa. 
ALLAN K. HArcourt, M.D., Indian- 
apolis, Indiana. 
JOHN R. MERRIMAN, M.D., Evan- 
ston, Illinois. 
PAUL T. PALMER, M.D., Peoria, 
Illinois. 
G. H. PETERSON, M.D., Beloit, Wis- 
consin. 
1958—CHARLES M.D., Chicago. 
dg. M. L. > » M.D., Chicago. 
G. PRENTISS McARDLE, M.D., Oma- 
ha, Nebraska. 
JouHN S. Parsons, M.D., Des 
Moines, Iowa. 
RAYMOND C. SUNDERMAN, M.D., St. 
Louis, Missouri. 
Component Society of the Industria” 
Medical Association. 














Free Offer! 


to introduce you to two new products by 


GohuvonaGchwsen 
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New KLING Conform Bandage 


TRADE = MARK 


a new kind of cotton gauze bandage 
that makes bandaging easy! 


ADHERES to itself! 
CONFORMS without looping! 
STRETCHES without binding! 





TRADE MARK 


conform 


BANDAGE 


STERILE 
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New RED CROSS 
Sterile Absorbent 


made of viscose rayon fiber. 
Incredibly SOFT! 

Dazzling WHITE! 

The PUREST absorbent ever 










RED CROSS 


STERILE ABSORBENT 


ike 
ROLL use like 
cotter 
































developed! 

No connection with American National Red Cross 
[ ows “a 
| Johnson & Johnson, Dept. R 2, New Brunswick, N. J. 
| Please send me, without charge, samples of the New KLING 
| Conform Bandages and New RED CROSS Sterile Absorbent. 
| Name | 

(PLEASE PRINT) 
: Street | 
| City Zone___ State | 
| J 























* AMERICAN ASSOCIATION OF RAILWAY SURGEONS « 





Officers 


M.D., Ottumwa, 


Preadent: 

H. A. SPILLMAN, 
President-Elect: 
ERNEST CELLI, M.D., New Orleans. 
Vice-Presidenta: 


lowa. 





Executive Board 


ArTHUR R. Metz, M.D., Chairman, Chicago. 
Ropert M. GRAHAM, M.D., Chicago 
A. M. 


W. Hursu, M.D., Philadelphia. 


G. . SoutHwick, M.D., Grand Rapids, a 
i» H P RayMoNnp B. Kepner, M.D., Chicago. 
Michigan. . 

Roya A. Weir, M.D., St. Louis, Missouri. ERNEST C. OLSON, M.D., Chicago. 

A. L. NELSON, M.D., Des Moines, Iowa. Ray S. West.Line, M.D., Chicago. 

Recorder: Secretary: 

JAMES STACK, M.D., Chicago. Cuester C. Gu D ro . 

Treasurer: "STER . Guy, M.D., 5800 Stony Island 

T. L. HANSEN, M.D., 139 West Van Buren, Avenue, Chicago 37, Midway 3-9200. 
Chicago 5, Wabash 2-3200, Ext. 220. 





69th Annual Meeting, April 9-11, 1957, at the Drake Hotel, Chicago 








Michigan Industrial Medical 


Association 
Officers 
Pau. J. OcHsner, M.D., President 
Fisher Body Division, General Motwurs 
Corporation, Lansing. 
Eart E. Weston, M.D., President-Elect 
Vickers, Inc., Detroit 


M. W. SHELLMAN, M.D., Vice-President 
Metz Building, Grand Rapids. 

S. D. Ste:ner, M.D., Secretary-Treasurer 
Oldsmobile Division, General Motors 
Corporation, Lansing. 

Board of Directors 
THORNTON I. BorLeau, M.D., Birmingham 
SHERMAN ANDREWS, M.D., Kalamazoo 
LYNDLE R. MARTIN, M.D., Detroit 
Component Society of the Industrial 
Medical Association. 





Industrial Medical Association of 
New Jersey 





Officers 
WiLLIAM D. VAN Riper, M.D., President 
Johnson & Johnson, New Brunswick. 
JoHuN W. Borino, M.D., Vice-President 
Walter Kidde Company, Newark. 
GEoRGE C. FREEMAN, M.D., Secretary 


Prudential Insurance Company, 213 
Washington Street, Newark 2. 
RALPH M. L. BUCHANAN, M.D., Treasurer 


8 Market Phillipsburg. 
Board of Directors 
J. H Worst, M.D. 
American Cyanamid Company, 
T. M. THompson, M.D. 
Johnson & Johnson, New Brunswick. 
G. A. PauL, M.D. 


788 Lyons Avenue, 


Street, 


Linden. 


Irvington. 





Western New York Society 


of Industrial Medicine and Surgery 
Officers 

Georce P. Eppy, M.D., President. 

Carborundum Company, Niagara Falls. 
JoserH T. ANpREws, M.D., Secretary. 

Buffalo Stamping Plant, 

Ford Motor Company, Buffalo 19. 
Evsa K. CHAFFEE, M.D., Treasurer. 

Kodak Park Works, 

Eastman Kodak Company, Rochester 4. 

Board of Governors 
1956 

Eowarp B. MATEs, M.D. 

National Aniline Division, 

Allied Chemical & Dye Corporation 
Harry A. HANSON, M.D. 

Kodak Park Works, Rochester 4. 

1957 

JoserH M. Dzios, M.D. 

Bethlehem Steel Company, Lackawanna. 
JOHN H. StuNz, Jr., M.D. 

Harrison Radiator Division, 

General Motors Corporation, Buffalo. 
Component Society of the Industrial 
Medical Association. 
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Medicine. GEORGE E. ARMSTRONG, 
M.D., Vice-Chancellor for Medical 
Affairs, New York University, is 
Conference Chairman, and HAR- 
OLD BRANDALEONE, M.D.,_ Past- 
President, New York University 
Medical Alumni Association, is 
Program Chairman. 


A. SAWYER, M.D., Chairman, 
* Rochester, New York; WAR- 
REN F. DRAPER, M.D., Washington, 
D.C.; EDWIN P. JORDAN, M.D., 
Charlottesville, Virginia; MELVIN 
N. NEWQUIST, M.D., New York; 
FREDERICK W. SLOBE, M.D., Chica- 
go; FRANK J. HOLROYD, M.D., 
Princeton, West Virginia; w. 
CLARK BAILEY, M.D., Harlan, Ken- 
tucky; ARTHUR C. SCOTT, JR., M.D., 
Temple, Texas; and JOHN HIN- 
MAN, M.D., and DONALD DUKELOW, 
M.D., Consultants, Chicago, are 
the Committee on Medical Care 
for Industrial Workers, a Joint 
Committee of the Council on In- 
dustrial Health and the Council! 
on Medical Service of the Ameri- 
can Medical Association. This 
Joint Committee has been making 
a study of health centers estab- 
lished and operated by labor 
unions. The data on 17 such cen- 
ters are contained in a recently 
published report (1954 revision), 
and the report is summarized un- 
der the title “Union Health Cen- 
ters” in J.A.M.A., February 25, 
1956. 


A SYMPOSIUM on the common 

cold was held February 17 at 
the Hotel Commodore, New York 
City. A panel consisting of the 
members of the Scientific Ad- 
visory Committee of the Common 
Cold Foundation discussed pres- 
ent-day research on the common 
respiratory diseases and the prog- 
ress that is being made. DR. YALE 
KNEELAND, JR., Associate Profes- 
sor of Medicine, Columbia Uni- 








Kansas City Industrial Medical 





Association 
Officers 
James J. LALLy, M.D., President 
1207 Rialto Building, Kansas City, 
Mo. 


Frep Inwic, M.D., Secretary-Treasurer 
1610 Professional Building, Kansas 
City, Mo. 
Directors 
Horace F. FLANDERS, M.D. 
SoLan E. Hayes, M.D. 
W. J. FEEHAN, M.D. 


Component Society of 
Medical Association. 


the Industrial 





Industrial Medical Association 
of Pittsburgh 
Officers 

Rex H. WILson, M.D., President. 
The B. F. Goodrich Company, 
Akron, Ohio. 

FRANK E. Gray, M.D., President-Elect. 
Westinghouse Electric Corporation, 
East Pittsburgh, Pennsylvania. 

Don A. KeLty, M.D., Vice-President. 
Thompson Products, Cleveland, Ohio. 
MERLE BuNpDyY, M.D., Secretary-Treasurer. 
Jones & Laughlin Steel Corporation, 
Pittsburgh 3. 

Directors: 1954-1956 

JoHN J. BRANDABUR, M.D. 

C. & O. Railway Company, 
Huntington, West Virginia. 

DaNieL C. BRauN, M.D. 
Industrial Hygiene Foundation. 

D. JoHN Lauer, M.D. 

Jones & Laughlin Steel Corporation, 
Pittsburgh 30. 

J. Huser WAGNER, M.D. 

United States Steel Corporation, 
Pittsburgh 19. 
Directors: 1955-1957 

DANIEL V. DouGHERTY, M.D. 

Ford Motor Company, 
Cleveland, Ohio. 

A. G. KAMMER, M.D. 
University of Pittsburgh. 

RAYMOND E. MAstTers, M.D. 
Westinghouse Electric Corporation, 
East Pittsburgh, Pennsylvania. 

Component Society of the Industrial 

Medical Association. 





Territorial Association of Plantation 
Physicians 
Officers 
MARVIN A. BRENNECKE, M.D., President, 
Waimea, Kauai. 
PauL J. C. CALpweLL, M.D., Vice-Presi- 
dent, Waipahu, Oahu. 
FrRaANK H. HATLeLip, M.D., 
Treasurer, Waialua, Oahu. 
Mrs. JEANETTE WILKINSON, 
Secretary, 
1527 Keeaumoku Street, 
Honolulu, Oahu, T.H. 
Component Society of 
Medical Association. 


Secretary- 


Executive 


the Industrial 























Silicare 


Revlon 


SILICARE FORMULA 


SILICONE — Water Repellent 

GLYOXYL DIUREIDE—Promotes Healing 
HEXACHLOROPHENE—Bactericidal 

CAMPHOR and MENTHOL—Antipruritic agents 





mm your everyday 
dermatological problems—try 


Revlon new protective and 


medicated skin lotion 


By its multiple actions—protective and healing—Silicare offers an approach to 
relief and prevention of many types of occupational dermatitis. 


In a clinical study LeVan and associates obtained complete or partial recovery 
in over 95% of 147 patients with dermatitis of the 
hands treated by Silicare. Healing occurred in many 
cases despite continued contact with the same irritants 
that incited the dermatitis. 

The practical value of Silicare is enhanced by its 2 
smooth consistency, pleasing fragrance, and non- : 
greasy, non-sticking properties. In contrast to “barrier Silicare P 
creams”, Silicare leaves no visible film or coating to i . E 
impair manual dexterity . . . instead it imparts a soft, B trncnc'snaboey 
smooth “natural” feeling to the hands. ret 


MEDICATEY ] 


% 


Be Th ammacan ovine 


In most cases you will note that absenteeism is reduced, 
and that changes in workers’ assignments are mini- 
mized. Why not try it in your next dozen or so cases? 





PROTECTIVE EMOLLIENT AID TO HEALING 


“Send for reprint—LeVan, P., Sternberg, T. H. & Newcomer, V. D.: Cali- 
fornia Medicine 81:210, 1954. 


PHARMACAL DIVISION °* 745 Fifth Avenue * New York 22, N. Y. 











r 
7 Revlon Pharmacal Division, Dept. 1-5 

| 745 Fifth Ave., New York 22,N.Y. 

| Gentlemen: 

| [j Please send me the reprint of the article 

7 (j Also, please send a professional package of SILICARE 
| name 

| address 

city zone state 











Northwest Association of 
Occupational Health 
Officers 

EvGENE P. Owen, M.D., President. 
Medical Director, Consolidated Freight- 
ways, Portland, Oregon. 

CHARLES M. McGtILL, M.D., Vice-Presi- 
dent. Medical Director, Tacoma Smelter, 
Tacoma, Washington. 

W. J. Srrtner, M.D., Secretary-Treasurer. 
Chairman of Section of Industrial Medi- 
cine, Oregon State Medical Society, 
Portland, Oregon. 

Executive 

Forrest E. RIEKE, 
Industrial Clinics, Portland, Oregon. 

B. C. Scupper, M.D., 1955-1956, 
General Electric Company, 


Committee 
M.D., 1955-1957, 


Hanford Atomic Products Operation, 
Richland, Washington. 

Component Society of the Industrial 
Medical Association. 





Minnesota Academy 
of Occupational Medicine and 


Surgery 
Lesuie W. Foxker, M.D., President 
NW Industrial Clinic, Minneapolis. 


James Rocers Fox, M.D., Vice-President 


NW Bank Building, Minneapolis. 

Or_ey W. Foster, M.D., Secretary 
Minneapolis. 

JoHN WituiiaMs, M.D., Recorder 
St. Paul. 

Tracy E. Barser, M.D., Treasurer 


Hormel Packing Company, Austin. 
Executive Council 


Tracy E. BarsBer, M.D. 
HERMAN DriLL, M.D. 
Lestige W. Foxker, M.B% 
Or.tey W. Foster, M.D. 
James Rocers Fox, M.D. 
Gorpon C. MAcRAg, M.D. 
JoHN F. SHronts, M.D. 
JoHN WitiiaMs, M.D. 





Occupational Health Institute 
6 East 39th Street, New York 16 
M.D., President. 
Long Island, 
Industrial 
Miami. 


CALDERONE, 
Great Neck, 

HA.Los, Chairman, 

Publishing Company, 

Davin W. BLAcK, Treasurer. 
Assistant to President, Warner-Lam- 
bert Pharmaceutical Company. 

Mrs. MARGARET S. HARGREAVES, R.N., Sec. 
Executive Director, American Associa- 

tion of Industrial Nurses, Inc. 
Mrs. BEATRICE FIELD, Executive Secretary. 


FRANK A. 
Consultant, 

STEPHEN G. 
Medicine 


Directors 
E. H. CARLETON, M.D., General Medical 
Director, Inland Steel Company, East 
Chicago, Indiana. 
Kierrer Davis, M.D., Medical Director 
Philips Petroleum Company, Bartles- 
ville, Oklahoma. 
Proressor PuHitip Drinker, Harvard 
School of Public Health. 
CuHarLes E. Dutcuess, M.D., Consult- 


ant, New York City. 
Georce H. GEHRMANN, M.D., Medical Di- 
rector, Atlantic Aviation Company. 
STEPHEN G. HALos, Chairman, Industrial 


Medicine Publishing Company, Miami, 
Florida. 
E. S. Jones, M.D., Hammond, Indiana. 


A. G. KAMMeER, M.D., Head, Department 
of Occupational Health, University of 
Pittsburgh. 
H. W. LAWRENCE, M.D., Medical Direc- 
tor, Proctor & Gamble Company, Cin- 
cinnati, Ohio. 
Rospert CoLuieR PAGE, M.D., Medical Man- 
agement Consultant, New York. 
Gorpon H. Scott, PH.D., Dean, 


Wayne University College of Medi- 
cine, Detroit. 
WiLuiAM H. Seymour, Vice-President 
Liberty Mutual Insurance Company, 
Boston, Massachusetts. 
Georce F. WILKINS, M.D., Medical Di- 
rector, New England Telephone & 
Telegraph Company, Boston. 


THoMAs J. WINN, Vice-President 
Charles Pfizer & Company, Inc., Brook- 
lyn, New York. 
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versity, and Chairman of the Sci- 
entific Advisory Committee of the 
Foundation, and DR. MELVIN N. 
NEWQUIST, Medical Director of 
the Texas Company and Chair- 
man of the Medical Advisory 
Committee, presided as Co-Chair- 
men of the Panel. 


HE THIRD Annual Workshop in 

Industrial Nursing will be held 
May 25 and 26 at the University 
of Oklahoma Medical Center in 
Oklahoma City. Theme will be 
“Contemporary Developments in 
Occupational Health.” Subjects 
include: “The Atom in Industry,” 
“Frontline Psychiatry on the 
Job”; “Nursing in Disasters,” 
and “The Cardiac and Workmen’s 
Compensation.” Among the speak- 
ers: HARRY LEVINSON, Ph.D., Di- 
rector, Department of Industrial 
Mental Health, Menninger Foun- 
dation, Topeka, Kansas; DONALD 
J. BIRMINGHAM, M.D., Chief Der- 
matologist, Occupational Health 
Field Headquarters, U.S. Public 
Health Service, Cincinnati; MISS 
KATHARINE A. LEMBRIGHT, Assis- 
tant Executive Secretary, Ameri- 
can Nurses. Association, New 
York; MAJOR MARGARET A. RICHEY, 
Chief Nurse, U.S. Air Force Hos- 
pital, Bergstrom Air Force Base 
(Strategic Air Command) Aus- 
tin, Texas. The Workshop is being 
sponsored jointly by the Universi- 
ty of Oklahoma School of Medi- 
cine through its Office of Post- 
graduate Instruction, the Indus- 
trial Nurses Section of the Okla- 
homa State Nurses Association, 
and several sponsors from indus- 
try. 


7 ANSAS CITY INDUSTRIAL MEDI- 

CAL ASSOCIATION held a meet- 
ing April 3, 1956, at the premises 
of the Kansas City Power and 
Light Company. Feature of the 
meeting was the presentation to 
CARL H. BRUST, M.D., Manager of 
the Company’s Medical Depart- 
ment, of the OHI Certificate of 
Health Maintenance. Most of the 
members of the Kansas City In- 
dustrial Medical Association were 
present as well as representatives 
of the Power and Light Com- 
pany’s management, and of the 
local unions. The _ presentation 
was made at a complimentary 
dinner which was served by the 
Company. TERRY LILLY, M.D., in- 
troduced HANS W. LAWRENCE, M.D., 
IMA Second Vice-President, who 
described the significance and im- 
portance of the OHI Certificate. 
DR. LAWRENCE, in turn, intro- 
duced KIEFFER DAVIS, M.D., IMA 
President, who made the presen- 





om re 





American Academy of 
Occupational Medicine 
Officers 


EvANS, M.D., President. 
du Pont de Nemours & Company, 


E. E. 

E. I. 
Inc. 

Deepwater, 

IRVING R. TABERSHAW, M.D., 
Vice-President. 
Division of Industrial Hygiene, 
New York State Labor Department. 

RONALD F. BUCHAN, M.D., Treasurer. 
Prudential Life Insurance Company, 


New Jersey. 
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tation of the Certificate to DR. 
BRUST. Among those at the din- 
ner were J. HARVEY JENNETT, 
M.D., President of the Jackson 
County Medical Association, and 
W. H. PAUL, W. E. BLACKBURN, and 
CARL DOUGHTY, Union representa- 
tives. At the business meeting the 
following were approved for ac- 
tive membership: M. B. CASEBOLT, 


M.D., Kansas City, Missouri; 
JAMES D. GOUGH, M.D., Chanute, 
Kansas; OTTO L. HANSON, M.D., 
Topeka, Kansas; EMERY J. MCIN- 


TIRE, M.D., Webb City, Missouri; 
and KENNETH L. SHIREMAN, M.D., 
Kansas City. 


EROME W. SHILLING, M.D., Medi- 
J cal Director, Pacific Telephone 
Company, Los 
Angeles, presided on March 21, 
1956, at a one-day Conference of 
Local Medical Consultants, South- 
ern California area. This Confer- 
ence was held to develop closer 
liaison between Medical Con- 
sultants, the Medical Department, 
and company management. Two- 
score physicians and a dozen or 
sO management representatives 
attended. Among them were: J. Ss. 
CANTLEN, Vice-President and 
General Manager, Los Angeles; 
BROOKS, M.D., El Centro; 
WILLIAM GIBBS, M.D., Glendale; 
GERALD DOBEL, M.D., Santa Ana; 
THOMAS M. HEARN, M.D., North 
Hollywood; H. V. BRIESEN, M.D., 
Los Angeles; PETE LOUSTAUNOU, 
General Personnel Manager; P. H. 
DICKINSON, M.D., San Diego; w. 
L. MORTENSEN, M.D., Santa Moni- 
Ca; TRAVIS WINSOR, M.D., Los 
Angeles; ALBERT H. RODI, M.D., Los 
Angeles; L. J. YAMSHON, M.D., Los 
MANNING, M.D., 
STEORTS, 


and Telegraph 


Cc. S. 


Angeles; ARMAS 
Los Angeles; J. J. 





Area Personnel Supervisor; C. G. 
JOHNSON, M.D., Long Beach; 
PACKARD THURBER, JR., M.D., Los 
Angeles; EDITH RELYEA, Assistant 
Ben. Secretary, Los Angeles; I. C. 
WHITEHEAD, M.D., Los Angeles; 
EARL THEE, JR., M.D., Los Angeles: 
J. H. BONE, Rees-Stealy Clinic, 
San Diego; R. L. WATSON, JR., M.D., 
Los Angeles; L. G. NELSON, Secre- 
tary Employee Benefit Commit- 
tee, Los Angeles; C. C. GREEN, 
M.D., San Francisco; W. Z. BARO, 
M.D., Los Angeles; PHILIP HODG- 
KIN, El Centro; EDMUND BRIGGS, 
Personnel Director, Los Angeles; 
LOUIS CELLA, M.D., Santa Ana; H. 
D. HOSKINS, M.D., Oceanside; 
JAMES M. HUNTER, M.D., Ventura; 
JOHN MILLER, M.D., Anaheim; J. 
P. WESTERGART, M.D., Van Nuys; 
R. M. KERSTEN, M.D., San _ Ber- 
JOHNSTONE, M.D., 
Pasadena; JOHN LAYMAN, M.D., 
Pasadena; EUGENE SIVE, M.D., 
Santa Ana; JOSEPH BOYES, M.D., 
Los Angeles; C. H. CASSIDY, M.D., 
ORWYN ELLIS, M.D., 
ios Angeles; ROBERT BLOCH, M.D., 
San Pedro. Among the presenta- 
tions were “Philosophy, Purpose 
and Objective of Preplacement 
I;xaminations,” by E. J. ZAIK, M.D., 
and “Miscellaneous Problems En- 
Preplacement Ex- 
LEUSCHNER, 


rardino; M. 


San Diego; 


countered in 
aminations,” by C. E. 
M.D. 


a aad ENGLAND INDUSTRIAL MEDI- 
CAL ASSOCIATION held its An- 
nual Spring Meeting in Meriden, 
Connecticut, March 28, 1956. This 
meeting was co-sponsored by the 
Meriden Plant of the New De- 
parture Division, General Motors 
Corporation, and the Committee 
on Industrial Health of the Con- 
necticut State Medical Society. 


In the afternoon a tour was made 
through the Meriden Plant of 
New Departure’s production fa- 
cilities and Medical Department. 
The members of the plant staff of 
New Departure served as guides. 
At the banquet provided by the 
management of New Departure, 
the Plant Manager, MR. HARRY T. 
BURGESS, discussed the organiza- 
tional structure of General 
Motors and of the New Departure 
Division, and the role of the 
Medical Department in the or- 
ganization. DAVID H. GOLDSTEIN, 
M.D., Medical Director, New York 
Times, delivered the speech of the 
evening on the subject of “in- 
Plant Medical Programs, Today 
and Tomorrow,” relating the 
present accomplishments of in- 
dustrial medicine to the trends 
of the future. The meeting was 
largely attended by members from 
the New England area. 


‘THE THIRD Annual _ Pacific- 
- Northwest Industrial Health 
Conference will be held in Port- 
land, Oregon, September 10 and 
11, 1956. 


A LLEGHENY County, Pennsylvan- 
ia, is to have its first Depart- 
ment of Health, to be organized 
by a five-man Board of Health 
appointed March 13, 1956, by the 
County Commissioners. This 
3oard includes: “D. JOHN LAUER, 
M.D., Medical Director of Jones & 
Laughlin Steel Corporation since 
1951; a specialist in industrial 
medicine, preventive health and 
in-plant health programs; a form- 
er Assistant Professor of Indus- 
trial Medicine at the University 
of Cincinnati; and the President 
of the County Cancer Society.” 


Local Medical Consultants, The Pacific Telephone and Telegraph Company, Southern California Area. 
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A certificate in recognition of the excellence of the health services 
for employees was awarded by the Occupational Health Institute to the 
Kansas City Power & Light Company at a meeting April 3. At left are 
Robert L. King, Director of Industrial Relations, and Carl M. Brust, M.D., 
Medical Director, Kansas City Power & Light Company. Making the pre- 
sentation are Kieffer Davis, M.D., Medical Director, Phillips Petroleum 
Company; H. W. Lawrence, M.D., Medical Director, The Procter & Gamble 

Company, and Terry E. Lilly, Jr., M.D., Kansas City, Missouri. 


CONFERENCE on _ Industrial 

Mental Health was held in 
Minneapolis, March 26, 1956 un- 
der the sponsorship of the Min- 
nesota Academy of Occupational 
Medicine and Surgery and the 
Minnesota Association for Mental 
Health. HARRY M. LEVINSON, Ph.D., 
Director of Industrial Mental 
Health, Menninger Foundation, 
Topeka, Kansas, was the keynote 
speaker. He was assisted by eight 
Twin Cities psychologists and 
psychiatrists in presentation of 
the program. Minneapolis Trib- 
une commented as follows: “Min- 
nesota’s first Conference on Men- 
tal Health in Industry tackled 
some fundamental problems about 
human beings this week. It re- 
vealed a growing awareness of 
the emotional disturbances usual- 
ly behind a worker’s bad perform- 
ance on the job. And it gave rec- 
ognition to the need for such sat- 
isfactions as_ security, self-re- 
spect, responsibility and a chance 
to get ahead—desires common to 
practically every person, regard- 
less of the nature of his job. Ex- 
perts who spoke at the Confer- 
ence pointed out the great loss to 
business and industry resulting 
from unsatisfactory performance 
by employees. They emphasized 
the fact that the boss who sees 
a worker begin to slip and looks 
for the real cause can help both 
the individual and the company. 
As with any other kind of illness, 
the sooner the symptoms of emo- 
tional disturbance are spotted, the 
faster the comeback can be. The 
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Minnesota Association for Mental 
Health and the Minnesota Aca- 
demy of Occupational Medicine 
and Surgery which sponsored the 
meeting, have done a service in 
focusing attention on these prob- 
lems and in encouraging leaders 
in the field to learn more about 
the solutions.” 


7 ENNETH E. DOWD, M.D., Presi- 

dent of the Aero Medical As- 
sociation, at its 27th Annual 
Meeting, at Chicago, in April, an- 
nounced the establishment of the 
Aero Medicine Medal, an annual 
award to be presented for the 
outstanding contribution to bas- 
ic research in aviation medicine. 
The award, consisting of a bronze 
medal and a $500 honorarium, is 
sponsored by Pfizer Laboratories, 
a Division of Charles Pfizer & 
Company, Inc., Brooklyn, New 
York, pharmaceutical firm. DR. 
LUDWIG LEDERER, Chairman of the 
Association’s Awards Committee 
stated that in choosing the recipi- 
ent of the award primary con- 
sideration would be given to sci- 
entific papers published -in the 
Journal of Aviation Medicine. He 
noted, however, that such publi- 
cation would not be required for 
a scientific contribution which the 
Committee members judged to be 
of outstanding merit. 


[ NIVERSITY of Miami School of 

Medicine, after examination 
by the survey team of the Liaison 
Committee on Medical Education 
and Hospitals and the Association 


of American Medical Colleges, is 
now an approved school and its 
graduates in June will have full 
rights of licensure and the op- 
portunity to accept internships in 
approved hospitals. 


AS80ciATION of Ordnance Indus- 

try Physicians was organized 
at the Ordnance Ammunition 
Command, Joliet Arsenal, Joliet, 
Illinois, in February, 1953. The 
membership is limited to Medical 
Officers who are employed at Ar- 
senals and other Ordnance plants 
which operate under the direction 
of the Office of the Chief of Ord- 
nance. There are approximately 
65 of these throughout the coun- 
try—including government owned- 
contractor operated plants. The 
Association is unincorporated; its 
aim is to increase the quality of 
preventive medical service ren- 
dered in plants under the direc- 
tion of the Chief of Ordnance. On 
April 27 and 28, this Association 
held a seminar at Frankford Ar- 
senal at the close of the Indus- 
trial Health Conference. 





Deaths 
ATT TINLEY, M.D., 80, at 
Council Bluffs, Iowa. Dr. 
Tinley was President of the 
American Association of Railway 
Surgeons, 1938-39. 


Cac K. DRINKER, Ph.D., 69, re- 
~ tired Dean of the Harvard 
School of Public Health, at Fal- 
mouth, Massachusetts, April 15, 
after a long illness. DR. DRINKER 
was one of the country’s leading 
authorities on industrial hygiene. 


(LARence W. HENNAN, M.D., 61, 

* on February 28, 1956 at Chi- 
cago. DR. HENNAN was a 1917 
graduate of the Chicago College 
of Medicine and Surgery; mem- 
ber of the Industrial Medical As- 
sociation through Central States 
Society; IMA Fellow, 1947. He 
had been Medical Director of 
Schulze Baking Company, F. H. 
Noble & Company, Kroger Gro- 
cery & Baking Company, and sur- 
geon for other companies. His 
collection of the Netherlands post- 
age stamps was described as the 
largest in the world. He was 
President of the Chicago Collec- 
tors Club, and Past-President of 
the Chicago Society of Industrial 
Medicine and Surgery and the 
staff of Jackson Park Hospital. 
He had headed the American and 
Chicago Philatelic Societies, and 
was a Fellow of the Royal Phil- 
atelic Society of London. 























Reduces Muscular Tension 


MEPROBAMATE 
(2-methy!-2-n- propyl-1,3-propanediol dicarbamate) 
Licensed under U.S. Patent No. 2,724,720 


Electromyography shows decisive response 
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Electromyographic study of neuromuscular hyper- ambulatory treatment with EQUANIL; showing def- 


activity in 42-year-old male with anxiety-tension syn- inite reduction in tension, greater ability to relax, 
drome. A, Before EQUANIL; action potential of high and marked improvement in muscular coordina- 
amplitude and frequency. B, After one week of tion. C, Point where patient makes effort to relax.' 


The remarkable effectiveness of EQUANIL may 
be demonstrated in two ways. One is by its 
ability to relieve muscle spasm and neuromus- 
cular tension.’ The second is by its ability to 
relieve mental tension and anxiety. 


Usual dosage: 1 tablet t.id. The dose may be adjusted 
either up or down, according to the clinical response of 
the patient. 


Supplied: Tablets, 400 mg., bottles of 50. 
1. Dickel, H.A., et al.: West. J. Surg., April, 1956. 


anti-anxiety factor 
with muscle-relaxing action 
mata ... Felieves tension — 











Multiple Compressed Tablets “Co-DeLtra’ and ‘Co- 
HYDELTRA’ are unique among the dosage forms of the 
newer steroids, because they are specifically designed 
as a tablet within a tablet to provide stability and to 
release in sequence, antacid and anti-inflammatory 
agents... 


1. the outer layer of antacids (aluminum hydroxide gel 
and magnesium trisilicate) comes into contact with the 
gastric mucosa first . . . and after it is completely 
dissolved ... 


2. the hitherto intact inner core containing the anti- 
inflammatory agent (either prednisone or predniso- 
lone) then begins to release its full therapeutic poten- 
tial... and not before. 


AOR 


* 
DIR 


Multiple 


Compressed 


a 


Tablets 





Prednisone Buffered 





benefits of prednisone 
and prednisolone 
plus positive antacid 
action to minimize 


gastric distress... 


A reportedly higher incidence of gastric dis- 
tress in patients receiving the newer steroids 
prednisone and prednisolone indicates the 
desirability of co-administering non-systemic 
antacids.’ 

To help the physician cope with this prob- 
lem of gastric distress which might other- 
wise become an obstacle to therapy with the 
newer steroids . . . Multiple Compressed 
Tablets ‘Co-DELTRA’ (Prednisone Buffered) 


‘Co-Devtra’ and ‘Co-HyDELTRA’ 
are trade-marks of Merck & Co., INC. 


CoHyd 


and ‘Co-HyYDELTRA’ (Prednisolone Buffered) 
are now available. 

‘Co-DELTRA’ and ‘Co-HYDELTRA’ are now 
available in bottles of 30 on your prescrip- 
tion. Each Multiple Compressed Tablet 
contains: 

Prednisone or Prednisolone, 5 mg.; 300 
mg. of dried aluminum hydroxide gel, U.S.P., 
and 50 mg. of magnesium trisilicate. 


1. Bollet, A. J., Black, R., and Bunim, J. J.: J.A.M.A. 158: 
459, June 11, 1955. 


eltra 


Prednisolone Buffered 


Philadelphia 1, Pa. 
DIVISION OF MERCK & Co., INC. 
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a new substance 


in a variety of rheumatic disorders... 


“an 85% over-all effectiveness’”' 


the first orally effective lissive 








So 








® 





for true spasmolysis 


ro} Me) C-1 1-3-1 eo ee ied (= 














TELFA Strip is ideal for minor wounds, burns and plastic 
cases. Easy to apply. Doesn’t hurt or tear the scab 
when you take it off. Convenient sizes—and they can 
be cut to fit any wound, without raveling. 


Note easy and painless removal of TELFA dressing on 6th 
day after excision of neck tumor. The healing tissue and 
stitches are undisturbed, no sign of irritation. Wound is 
dry and healing is well advanced. 


WHATEVER THE WOUND, 
DRESS IT WITH TELFA 


Wounds heal faster with a TELFA Non-Adherent dressing. Doesn't 
stick...and doesn’t hurt when you take it off 


Now you can dress any wound 
with TELFA—wounds that you 
have heretofore dressed with 
gauze, or with sponges and pads. 

TELFA is now available in two 
forms: TELFA Non-Adherent 
Strips, for simple, minor wounds 
and the new TELFA Non-Adher- 
ent Sponge-Pads for all routine 
surgical wounds and even for 
drainage cases. 

This means that you can now 
employ the advanced TELFA tech- 
nique throughout your dressings 
practice. And save up to 41% on 
dressings costs. 

Because of its perforated 


“plastic skin” that goes next to 
the wound, TELFA absorbs drain- 
age without sticking to the 
wound. Removal is simple, pain- 
less and does not disturb heal- 
ing tissue or stitches. 

Result: you get fast, primary 
healing . . . as well as less patient 
discomfort. 

Nature heals best when heal- 
ing tissue is not disrupted. Use 
TELFA routinely. 

TELFA Strips, in 2” x 3” and 
3” x 4” sterile envelopes; bulk 
cases in 24%” x 4”, 3” x 8” and 
8” x 10”. TELFA Sponge-Pads, in 
4” x 5” and 5” x 9” pads. 











Curity 


TELFA 


NON-ADHERENT 
STRIPS OR 
SPONGE-PADS 


BAUER & BLACK 


DIVISION OF THE KENDALL CO., CHICAGO 














Rapid healing of tissue 


Speeds the return to work 


Sept. 25. Second and third degree burns Oct. 25. Healing is complete, with mini- 
caused by flaming gasoline. Gauze mal scar tissue and no contractures. 
pressure dressings of Vitamin A and D 

Ointment were changed at weekly 

intervals. 


The topicak application of White’s Vitamin A and D 
Ointment—to promote healthy granulation and rapid epitheliza- 
tion—is particularly valuable in the treatment of burns, 
abrasions and traumatic lacerations. Other indications include 
chafing, sunburn, slow-healing ulcers and bedsores. White’s 
Vitamin A and D Ointment presents the A and D vitamins in 
the same ratio as found in cod liver oil, in a pleasant, 
soothing, lanolin-petrolatum base. White’s Vitamin A and D 
Ointment will not stain the skin and is easily laundered from 
clothing. Keeps indefinitely at ordinary temperatures. 


SUPPLIED: 1! 0Z. AND 4 0Z. TUBES, | LB. AND 5 LB. JARS. 


White Laboratories, Inc. Kenilworth, N. J. 





STANDING 

is easier with STERANE'— 
3-5 times more active 
than hydrocortisone or 


in rheumatoid arthritis cortisone.” 
WALKING 


follows rapidly.! STERANE 
“is more effective than any 
previous drug in the control 
of...rheumatoid arthritis.’ 


WORKING 
functional mobility is 
restored even where other 
steroids fail or cease to 

be effective. 


WITH MINIMAL 
DISTURBANCE 


of electrolyte balance!*— 
patients may even be treated 
without diet restrictions. 


brand of prednisolone 


supplied: White, 5 mg. oral 
tablets, bottles of 20 and 100. 
Pink, 1 mg. oral tablets, 


bottles of 100, 
1. Spies, T. D., “ “0 oF 12:73, No. 1, 
1955. 2. Bole and, J.A.M.A 


160:613, 1956. 3. Feary. R, O.: 
Lancet 2:1393, 1955. 


At 


vision, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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What goes up in 


When a smoker buys a pack of cigarettes, he 
simply acquires the means for making puffs 
of smoke. 

Naturally, he wants to get his money’s 
worth. Every puff should taste great .. . 
rich, fresh, clean and mellow. And every puff 
should taste just the same as every other puff. 

Lucky Strike gives him such enjoyable puffs 
largely because the scientists in the Research 
Laboratory of The American Tobacco Com- 


~~ Aas 
Ue us 2 
a puff of smoke? 


pany know so much about puffs of smoke. 

Every day a laboratory smoking machine 
takes hundreds of puffs on hundreds of Luckies. 
The smoke is then broken down chemically 
and examined. By this method the scientists 
make sure not only that Lucky puffs contain 
the enjoyable elements but that they contain 
them always in the same quantity. This is 
one of many excellent reasons why Lucky 
Strike is the cigarette of matchless quality. 


FIRST 


IN CIGARETTE RESEARCH 
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healing’ 
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OINTMENT 
is persistent 


because it adheres longer to the skin areas being treated ... does 
not liquefy or crumble at body temperature, nor is it decomposed by 
secretions, perspiration, exudate, urine, or excrement. 

Non-sensitizing, non-irritant Desitin Ointment... rich in cod liver oil... has proven 
clinically dependable for over a quarter century in...diaper rash © eczemas 
Tubes of 1 02., intertrigo © wounds (especially slow healing) 


ese external ulcers ¢ perianal dermatitis 


samples and reprints available from 
DESITIN CHEMICAL COMPANY @ provivence, R. 1. 


1. Grayzel, H. G., Heimer, C. B., and Grayzel, R. W.: New York St. J. M. 53:2233, 1953. 

2. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of Pediatrics 68:382, 1951. 

3. Behrman, H. T., Combes, F. C., Bobroff, A., and Leviticus, R.: Ind. Med. & Surg. 18:512, 1949 
3 4, Turell, R.: New York St. J. M. 50:2282, 1950. 
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when your patient complains that the pain of neuritis is unbearable, 


‘Thorazine’ acts not by eliminating the pain, 
but by altering the patient’s reaction— 

T H () R A £ | N L * enabling him to view his pain with a serene 
detachment. Howell and his associates! reported: 
‘Several of [our patients] expressed the feeling 
that [“Thorazine’| put a curtain between them 


will help you and their pain, so that whilst they were aware 


that the pain existed, they were not upset by it.” 


y ; . > y" - 
d Ila his , uffe : Ing Smith, Kline & French Laboratories, Philadelphia 
1. Howell, T.H., et al.: Practitioner 173:172 (Aug.) 1954. 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 


‘Thorazine’ should be administered discriminately; and, before prescribing, the physician should be fully conversant with the available literature. 
‘Thorazine’ is available in ampuls, tablets and syrup (as the hydrochloride), and in suppositories (as the base). 














*Photo after 24-hour wear test. 
Proved in over 90% of clinical tests. 


Exclusive, patented feature 
provides maximum aeration. 
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Don't let POISON IVY : 


cause needless 


oS 7. \ 4 


OF 
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can be relied on for effective 


PREVENTION: Effectively wards off poison ivy, poison oak, 
poison sumac 
— if applied before exposure 
— or within eight hours after exposure 


RELIEF: Eases itching and retards spread 
— if applied in early stages 


Contains hydrous zirconium oxide 
4%, Bristamin dihydrogen citrate 
1%, in a non-greasy lotion base. 


Bristol 


LABORATORIES INC. 
SYRACUSE, NEW YORK 





the incidence of 


HEAVY METAL POISONING 
is higher than realized 


Calcium hsodiun WERSENATE 


spells the answer 


At last, here is a dependably effective means of removing heavy 
metals from the body without danger of organ damage. Calcium 
Disodium VERSENATE is now available for oral as well as intra- 
venous therapy; the intravenous form for safe, effective, dramatic 
short-term treatment; the oral form for convenient prevention of 
exacerbations or as sole therapy for milder types of lead poisoning. 


INTRAVENOUS Complete instructions for dilu- 

tion and administration accompany the ampuls. 

The average daily dose for an adult is 1 to 2 Gm. 

NOW IN per day, given as two infusions. For children, the 
dose is not more than 0.5 Gm. per 35 pounds of body 

DOSAGE FORMS weight, given once or twice daily. Boxes of six 5cc. 


(1 Gm.) ampuls. 


ORAL Average adult dose is 8 tablets (4 Gm.) per 
day, in divided doses. For children, the dose is adjusted 
on the basis of 2 tablets (1 Gm.) per 35 pounds of body 

weight daily, in divided doses. For ease of adminis- 
tration tablets may be crushed and dissolved in 
milk. In bottles of 250 tablets, each containing 500 mg. 


*Trademark of Dow Chemical Co. 


Write for descriptive booklet. 


LOS ANGELES 
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'Trilene. 


Brand of trichloroethylene U.S.P. (Blue) 


“Duke: University Inhaler 


No. 3160 Model-M 


FOR SELF-ADMINISTERED INHALATION ANALGESIA 


IN OBSTETRICS 

@ Notably safe and effective 
“Trilene,” self administered with the “Duke” University Inhaler. 
under proper medical supervision, provides highly effective anal- 
gesia with a relatively wide margin of safety. 

@ Convenient to administer 

The “Duke” University Inhaler (Model-M) is specially designed 
for economy, facility of handling, and ready control of vapor 
concentration. 

@ Special advantages 

¢ Induction of analgesia is usually smooth and rapid with mini- 


mum or no loss of consciousness 


¢ Patients treated on an ambulatory basis can usually leave the 


doctor’s office or hospital within 15 to 20 minutes 
¢ Inhalation is automatically interrupted if unconsciousness occurs 
“Trilene” alone is recommended only for analgesia, not for anesthesia nor 


for the induction of anesthesia. Epinephrine is contraindicated when 


“Trilene” is administered. 


“Trilene” is available in 300 cc. containers, 15 ce. tubes. 


Ayerst Laboratories +» New York, N. Y. » Montreal, Canada 


Ayerst Laboratories make “Trilene” available in the United States by arrangement with 


Imperial Chemical (Pharmaceuticals) Limited. 
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check dermatitis, reduce absenteeism 


ACHROMYCIN.......... 


Ointment (3%) with Hydrocortisone (2%) 


An excellent salve for the relief of inflammation and soreness 
in many kinds of skin conditions, as well as for the prevention 
and treatment of infection in cuts, wounds, and abrasions. 
Does not burn or sting. As an anti-infective, use it wherever 
you would use iodine. 


ACHROMYCIN’ 


Ophthalmic Ointment (1%) with Hydrocortisone (1.5%) 


A lanolin-petrolatum preparation indicated for many eye con- 
ditions and infections, including certain types of conjunctivitis. 
Double action: reduces inflammation, combats infection. Easy 
to apply directly from tube. 


RHULICREAM 


Analgesic-Anesthetic 





A cooling, fast-acting formulation containing the remarkable 
anti-pruritic agent, zirconium oxide, as well as menthol, cam- 
phor, and benzocaine. Use it for relief of pain and itching caused 
by Poison Ivy, Poison Oak, insect bites, and other minor 
skin irritations. 


Try these reliable drugs in your dispensary. You'll 
be surprised how often you employ them; you’ll 
be pleased with their effectiveness. The Lederle 


representative will gladly give you more infor- LEDERLE LABORATORIES DIVISION 


mation. Contact him directly or write and we will AMERICAN CYANAMID COMPANY 
have him call. PEARL RIVER, NEW YORK 
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NATIONAL Datry COUNCIL 
Since 1915 

promoting better health 
through nutrition research 
and education 


Overweight can be a physical, social, and 
economic handicap . . . an unnecessary 
handicap which can be eliminated by 
intelligent choice of food and moderate 
exercise. 

Medically supervised research on 
weight reduction shows active, over- 
weight adults losing 114 to 2 pounds per 
week on a diet of appetizing meals fea- 
turing a variety of foods which provide 
all nutrient needs except calories—and 
which also satisfy hunger. Persons on 
such diets maintained pep and sense of 
well-being, reported no hunger pangs. . . 
but shed excess pounds! 

These diets contain approximately 
equal weights of protein, fat, and carbo- 
hydrate. Fat combined with protein in a 
meal delays hunger—for it reduces stom- 
ach motility and gastric juice secretion, 
promotes slower digestion, and makes 
possible a more gradual absorption of 
nutrients. 























Foods included in these diets provide 
all essential nutrients in amounts recom- 
mended for adults. Only calories are in 
deficit. Dairy foods are an important fea- 
ture of these meals because of their high 
proportion of nutrients in relation to the 
calories they provide. Their taste appeal 
and variety make the diet easy to follow 
until desired weight is lost. 

Doctors! Send for the convenient leaflet 
and diet instruction sheets containing 
menus for three full meals a day for an 
entire week. Diets at two moderately low 
calorie levels are included. These diet 
instructions will be useful even where a 
person may require a different calorie 
level for weight loss. For such individ- 
uals, the physician can suggest desired 
modification, retaining the basic diet 
plan. 

These materials are yours on request 
—without cost or obligation. Simply fill 
out the coupon below and mail it today. 


The nutritional statements made in this advertisement have been reviewed 
by the Council on Foods and Nutrition of the American Medical Associ- 
ation and found consistent with current authoritative medical opinion. 


NATIONAL DAIRY COUNCIL—A non-profit organization 


111 N. Canal Street, Chicago 6, Illinois. 


Please send me, without cost or obligation, a pad of diet instruction sheets and leaflet 


on weight reduction. 
NAME 
PROFESSIONAL DESIGNATION 


ADDRESS _ 





CITY 











A COMPLETE LINE OF 
ARTIFICIAL RESPIRATION 
AND INHALATIONAL THERAPY 
EQUIPMENT FOR MODERN 
TREATMENT TECHNIQUES 





IMPROVED 
M:S‘A PULMONARY 
VENTILATOR 
Effective intermittent 
positive pressure applica- 
tion of aerosols such as 
bronchodilators and bac- 
terio-static agents. Pro- 
vides complete respiratory 
tract distribution. Write 

for details. 


M:’S°A 
DEMAND PNEOPHORE 


This versatile instrument 
combines automatic inter- 
mittent positive pressure, 
and flow without pressure, 
when desired. Ideal for 
treatment of apnea and 
other respiratory emergen- 
cies. Write for details. 





PUSH BUTTON 

FLOW REGULATOR— 
Optional Equipment 

Used with the Pulmonary 
Ventilator, depression of 
push button initiates flow 
and consequent pressure builds up, insufflating 
patient’s lungs to preset pressure—then auto- 
matically cycles for expiration. Artificial respira- 
tion is thus provided. With other units, push 
button initiates flow from demand valve, and 

can be locked to provide constant flow rate. 


M-S‘A OXYGEN 
THERAPY UNIT 


Supplies oxygen on 
inspiratory de- 
mand to patients 
with voluntary res- 
piration. Fits any 
oxygen cylinder or 
piped system. 
Write for details. 
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M:S-A PNEOLATOR 


Call the M.S.A. man on your every safety problem 


his job is to help you 


Self-contained automatic artificial 
respiration device that supplies 
oxygen under intermittent positive 
pressure to victims of apnea. Op- 
eration is completely automatic 
and safe. Lungs are inflated to 


predetermined pressure. Cut-off 
permits exhalation by natural re- 
coil of chest and diaphragm. Face- 
pieces for adults and children. 
Unit is protected by rugged carry- 
ing case. Write for details. 


MINE SAFETY APPLIANCES COMPANY 


201 North Braddock Avenue, Pittsburgh 8, Pa. 


At your service—84 Branch Offices in the 


United States and Canada 





» C~PRANTAL 
== CREAM 
2% 


first 
topical 
anticholinergic 


hering Corporation 
SLOOMFIELD, MEW JERSEY 


direct control and quick relief 


* antipruritic effect often in a few minutes 
« inhibits sweating...dries oozing lesions 
* promotes more rapid healing 


valuable in contact and poison ivy dermatitis, weeping dermatoses, 
atopic eczema, dyshidrotic eczema, neurodermatitis and localized 
hyperhidrosis. 


PrRaNTAL® Methylsulfate Cream, economical 50 Gm. tube, each gram containing 


20 mg. of diphemanil methylsulfate. PL-J-5! 





that is 


FAST 
DEPENDABLE! 


® 
AW SN 
chloride 


—brand of refined benzalkonium chloride—is an antiseptic that is 


fast — kills many gram-positive and gram-negative bacteria in seconds. 

dependable — reliable bactericidal and bacteriostatic effectiveness combined with 
marked wetting and penetrating activity. 

well tolerated — virtually nontoxic and nonirritating to tissue cells — well tolerated 
in surface application or irrigation. 

versatile — for antisepsis in surgery, obstetrics and gynecology; urology; dermatology; eye, 
ear, nose and throat; pediatrics and general practice. Excellent for instruments, too!* 

economical — | oz. of Zephiran concentrate makes 1 gallon of 1:1000 Zephiran solution. 

*with Anti-Rust Tablets (Winthrop) 


Zephiran chloride \ scores every time! 


Zephiran chloride Tincture 1:1000 

tinted and stainless A 

bottles of 8 fl. oz. and 1 gallon 

Zephiran chloride AQuEouS SoLuTION 1:1000 LABORATORIES 


bottles of 8 fl. oz. and 1 gallon 
Zephiran chloride ConceNnTRATE 12.8% New York 18,N.Y. * Windsor, Ont. 


aqueous solution (must be diluted 
— 1 oz. makes | gallon of 1:1000 


solution), bottles of 4 fl. oz, and 1 gallon. Zephiran, trademark reg. U.S. Pat. Off. 1054M 
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4”x4” ULTRA SPEED—MODEL X-404SA 
is fully evaluated for general radiogra- 
phy and represents the culmination of 
many years’ research and manufactur- 
ing experience. 


In-Line Angle-Hood 


7OMM SKULL CAMERA 


Serial photofluorography of the skull or any 10 in. square body 
area (from 1 to 6 per second). 


7OMM SUPER SPEED 


Complete versatility of these two models permits under-table, 
over-table or uprighf use for mass chest survey or hospital 
admissions X-ray. No patient is missed. 





In-Line Angle-Hood 














APHRODITE...... The Metropolitan Museum of Art 


For the first time, top-quality diagnostic 
photofluorography is available in all four major 
categories; mass chest survey . . . hospital 
admissions X-ray ... serial and 
skull photofluorography. .. and even general 
radiography. The five cameras in the 
Fairchild-Odelca line all give optical speeds 400% 
to 500% faster than those now available in 
refractive lens cameras, 
plus a 400% increase in resolution. 

Get complete details from your regular 
X-ray equipment supplier, or direct by addressing 
Industrial Camera Div., Fairchild Camera and 
Instrument Corp., 88-06 Van Wyck Expressway, 
Jamaica 1, N. Y., Dept. 160-45W 


LAIRCHILD 


X-RAY CAMERAS AND ACCESSORIES 





YS CO. INDIANAPOLIS Y ¢ 2 
Mere to ope and rethread 


1/10% 1/4%, 
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urine sugar test of unmatched simplicity 


‘Tes-lape’ 


“Tes-Tape’ completely eliminates the need for test tubes, heat, 
reagents, or any other paraphernalia in quantitative urine sugar 
determinations. Simply moisten a strip of “Tes-Tape’ with the 
specimen. After just sixty seconds, compare it with the color 
chart on the “Tes-Tape’ dispenser. Then read off the percentage 
of sugar. The selective action of “Tes-Tape’ prevents false positive 





reactions, assures complete accuracy. 


The convenient size of the “Tes-Tape’ dispenser permits you to 


P 
« lly carry it on house calls for on-the-spot determinations. Your 


patients also will welcome the convenience, simplicity, and ac- 
QUALITY / RESEARCH / INTEGRITY own mn > 
curacy of “Tes-Tape. 





L Now available at pharmacies everywhere. 





ELI LILLY AND COMPANY 
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The Practice of Medi 
in an Industria Society 


W. P. SHEPARD, M.D., 


Metropolitan Life Insurance 


OST OF US here today have been interested 
in some phase of industrial or occupation- 
al medicine for some time and have pur- 
sued these interests with some success. 

Most of us learned the hard way in the school of 
experience, without ‘“‘benefit of clergy” by way of 
postgraduate degrees. Through a combination of 
circumstances which few of us could have fore- 
seen when we started, we find ourselves in the 
spotlight of medical, industrial, and public inter- 
est. Someone has referred to industrial physicians 
as the “coming generation!” 

It’s a little embarrassing, this sudden spotlight. 
We’ve been through some troubles in our chosen 
field: originally looked upon askance by some of 
our own medical colleagues; expected to do im- 
possible wonders by some industries, grudgingly 
tolerated by others; pioneering in a field where 
the traditional doctor-patient relationship was 
sometimes difficult to maintain; faced with prob- 
lems of toxicology, trauma, prevention, therapy, 
and medical administration, quite unique to most 
physicians. The spotlight makes us wish to be 
sure our house is in order so that we can be 
justly proud of the honor of practicing the newest 
specialty in medicine. Let us see what needs to be 
done. 


Growing Eminence of Industrial Medicine 

E LIVE and practice medicine today in a new 

era, the characteristics of which we may 
recognize more fully than many of our medical 
colleagues. They have come about through some 
rather recent evolutionary changes. I shall list 
the more important of these changes and describe 
the effects of some of them on medical practice 
and the problems they present. I shall finish with 
my picture of the ideal industrial physician of the 
future, from which you will recognize a descrip- 
tion of many here today. I have no doubt that we 
can set our house in order and that we shall 
acquit ourselves creditably in the new position of 
leadership which these vast changes have thrust 
upon us. 


Presented at a Meeting of the WESTERN INDUSTRIAL MEDI- 
CAL ASSOCIATION, Los Angeles, California, April 28, 1956. Dr. 
SHEPARD is also Chairman of the Council on Industrial Health 
of the American Medical Association. 
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Changes Placing Medicine in a New Environment 
HE CHANGES which are responsible for our new 
environment and which are profoundly affect- 

ing the practice of medicine have evolved gradu- 

ally within the memory of most of us. As we look 
back and count them off, they are impressive in 
total. 

Elsewhere I have discussed the major sociologi- 
cal changes which have affected the practice of 
medicine.! These are: 

1. Unprecedented migration within the coun- 
try, from country to city, city to suburbs; mass 
movements to the west coast giving California a 
92% increase in population since the 1940 cen- 
sus." 

2. The enormous demand by the public for vari- 
ous forms of prepaid medical and hospital care so 
that 100,000,000 of our 165,000,000 population 
have now provided themselves with some form 
of this protection.* For some physicians this 
means that 60% of their income comes from a 
third party, the insurer. 

3. Ruling by the courts in 1949 that “fringe 
benefits,” including health care, might be bar- 
gained for in lieu of increased wages. Today more 
than 11,000,000 workers receive some such bene- 
fits at an annual cost to employers of over a 
quarter-million dollars.4 

4. Because of fringe benefits, combined with 
mounting costs of workmen’s compensation, a 
sudden, though still incomplete, awakening of in- 
dustry to the values of an industrial medical 
program; hence a rapidly growing demand for 
physicians’ services in industry. It is a demand 
which at the moment we are not fully prepared 
to meet. 

There are, however, still other changes af- 
fecting our own special interests in occupational 
medicine. They call rather urgently for our rec- 
ognition, and they challenge our professional 
competence and_ leadership. 

We are surrounded by man-made hazards to 
life and health, the variety and extent of which 
were never before seen in the history of the 
human race. 

1. Mechanization and speed have so altered our 
working lives that one marvels at the adaptability 
of the human mechanism. A jet pilot can collide 
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with a visible object 10 miles away before the 
nerve impulse can travel from retina to muscles 
in time to avoid it. Air passengers complain when 
assigned to a DC-3 because it only makes 250 
miles an hour. A Univac machine will handle 
200,000 transactions on 800,000 accounts with the 
speed of light. One operator on a hinge-bending 
machine can turn out 20,000 pieces a day; his 
grandfather at the forge did well with 200. All of 
these changes are blessings to mankind, but they 
place us and our patients in a new environment 
presenting dangers to human structure and func- 
tion such as we have never known before. 

2. The industrial uses of chemistry, engineer- 
ing, and physics have produced so many new 
products and by-products that many are in com- 
mon use before their dangerous qualities are 
recognized or understood. Chemists can produce 
and put into use a dozen new products while we 
painstakingly lay out a three-year research proj- 
ect to test the toxic qualities of one. 

3. These changes are not confined to the factory 
or mine. Our homes and farms are mechanized 
and supplied with new products. They are usually 
to our benefit, but they bring us in close proximi- 
ty with dangerous machinery, hazardous re- 
frigerants, potentially dangerous drugs, insec- 
ticides, and other chemicals. Even our foods today 
often contain additives, preservatives, and con- 
taminants which require the most careful safe- 
guards. 

4. Add to this the fact that combustion prod- 
ucts of one kind or another are discharged into 
our air at an unprecedented rate, reaching for 
the first time in history in some areas a satura- 
tion which is uncomfortable to masses of human 
beings, and in a few places, and as yet on rare 
occasions, inimical to health and life. 

5. Our streams and lakes carry a pollution load 
such as we have never seen before, while at the 
same time, especially in the west, their flow has 
been lessened by increased need for irrigation and 
water power. 

6. The products, by-products, and waste-prod- 
ucts of nuclear fission present a whole new array 
of man-made hazards. Their potential harm to 
man and all life on this earth, even in peaceful 
uses, almost paralyzes the imagination. It is to 
the everlasting credit of the Atomic Energy Com- 
mission that they recognized early the hazards 
with which they were dealing. They obtained 
competent physicists and specially trained phy- 
sicians and gave them the necessary authority to 
install safety-control measures at the very outset. 
The results speak for their wisdom: an incredibly 
small number of deaths and injuries in this high- 
ly dangerous field. As Warren® says, this indus- 
try reversed the usual sequence in avoiding occu- 
pational injury by studying their hazards first 
and instituting control measures before placing 
their materials into general use. 

7. Last but not least in this partial list of 
man-made hazards facing physicians today are 
the mental and emotional stresses of modern 
living. We must be prepared to be among the first 
to deal scientifically with the manifold disorders 
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arising from, or aggravated by, emotional malad- 
justments, immaturity, and defective inter-per- 
sonal relations. They are of the greatest im- 
portance to industry, affecting as they do absen- 
teeism, accidents, inefficiency, and unhappiness in 
general. 

Kehoe® says “It is not always apparent to us 
that this is a new, a strange, and, as yet, an in- 
adequately explored human environment which 
we, as medical men, do not fully appreciate or 
understand; that we have a tremendous task of 
study, investigation, and adaptation ahead of us; 
and that all of the knowledge, skill, and resources 
of modern medicine and hygiene are being put to 
a more severe test of their applicability and fit- 
ness than they have been in any previous period 
in the history of this country.” 


The Increased Demand for Medicine in Industry 

NDUSTRIAL or occupational medicine is finally 

coming into its own. We are the newest special- 
ty in medicine. The demand for our services from 
both management and labor is increasing rapid- 
ly. We have already made a good start at setting 
our house in order by agreeing on the criteria for 
desirable postgraduate and residency training 
for those who would specialize in this field. We al- 
ready have eight good training schools in this 
country. Can we hold the gains already made? 
Can we rise to the challenges before us? Can we 
maintain and enhance our proper position of 
leadership for the benefit of medicine and _ in- 
dustry in general? I believe we can! 


The Industrial Physician of the Future 

O SUPPPORT this belief let me outline briefly the 

qualifications and skills of the industrial physi- 
cian of the future, based on present trends as I 
see them. Many here have already attained these 
qualifications and skills. Others are on their way. 
Some have still a long way to go, but the way will 
be shortened by a clear view of our objectives. 

First, the physician in industry, part-time 
or full-time, employed by management, or unions, 
or both, will have a clear understanding with his 
employers concerning his status. He will make 
it clear that his primary and sole function is to 
apply his medical knowledge for the benefit of all, 
from top executive to unskilled laborer. He will do 
this impartially, honestly, and readily. He will ex- 
pect to earn and enjoy the respect of all, and thus 
to have their full support. He must have ready 
access to top management where his recommenda- 
tions will have serious and thoughtful considera- 
tion. He will expect management to subscribe to 
the pronouncement of the Steel Industry Board 
that “maintenance of the human body (of the 
worker ) . is an obligation which should be ful- 
filled by enlightened business management... as 
one of the fixed costs of doing business, one of the 
first charges before profits.’’4 

Second, he will recognize the importance of the 
profit motive, realizing that no business can long 
operate at a loss and that he is expected to join 
his special skills with all others in industry to re- 
duce all possible loss. This involves primarily 


Industrial Medicine and Surgery 

















keeping the worker healthy and happy, eliminat- 
ing hazards to health and happiness, reducing dis- 
ability as far as possible, within the tenets of 
good medical practice, and helping restore the 
disabled worker to maximum earning power. It 
demands his interest in workmen’s compensation, 
non-occupational disability costs, absenteeism, 
and morale in general. He will be as much con- 
cerned with helping the worker obtain medically 
justified benefits as with preventing abuses of the 
benefit plan by unscrupulous claimants. 

Third, he will study carefully the physical and 
mental opportunities, demands and hazards of 
each job category in his industry, as well as the 
physical and mental assets and liabilities of each 
worker, so that he may offer workers and man- 
agement alike the unique skills of medicine in 
proper job placement. His objective here will be 
to prevent work-damage to every individual and 
to help attain maximum productivity and earn- 
ings for all, especially those with disabilities. 

Fourth, he will cultivate friendly professional 
relationships with his medical colleagues in the 
community, never using his industrial connec- 
tions to their disadvantage. All of them, regard- 
less of their type of practice, will see illness re- 
lated to occupation, even in the housewife and the 
farmer. Indeed, occupation has much to do with 
every illness: possible etiology and prevention, 
degree and extent of disability, psychosomatic 
factors, therapy, and, most important, rehabilita- 
tion. Doctors of the community will eventually 
develop a sense of relief when one of their pa- 
tients is employed in a place where an industrial 
physician is available for assistance and consulta- 
tion. He can provide work history, behavioral 
characteristics, diagnostic aids, work adjust- 
ments during or following disability, and many 
other aids to the attending physician. Not the 
least of these is to help relieve the family doctor 
from pressure by the patient for unnecessary and 
unreasonable sick leaves or hospitalization just 
because: “I’m insured, Doc.” Frequently knowl- 
edge of such pressure on the family doctor is all 
the industrial physician needs to justify a heart- 
to-heart talk with the employee to convince him 
that the company doctor is there to be fair and 
impartial to all. 

Fifth, the company doctor, full-time or part- 
time, will recognize the fact that health mainte- 
nance extends beyond the working environment 
and the eight-hour day. Community health facili- 
ties are as important to industry as industry is to 
the community.? Perhaps the most important of 
these facilities are the local medical and dental 
profession and the hospitals they staff. In addi- 
tion, there is the local health department with 
its legal responsibility for safeguarding water, 
milk, and food; assuring safe methods of waste 
disposal; keeping vital statistics; controlling 
communicable diseases; safeguarding the health 
of mothers, infants, and school children through 
maternity, well-baby, and school clinics; provid- 
ing health education, and focusing on special com- 
munity health problems such as cancer, accidents, 
mental health, and chronic illness. There are also 
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the voluntary health agencies such as those es- 
pecially interested in heart disease, cancer, al- 
coholism, mental health, safety, family relations, 
etc. With all of these, the industrial physician 
should be well acquainted and cooperative. Their 
effectiveness in the community will modify and 
supplement his in-plant health program to an im- 
portant extent. 

Sixth, the industrial physician of tomorrow 
will be of invaluable service to management, the 
employee, and the local jurisdiction on workmen’s 
compensation cases. He is in a unique position to 
provide the medical facts in most cases, to oppose 
unjustified awards, to assure justified awards, in- 
cluding the best of medical care and rehabilita- 
tion, and to assist the local jurisdiction with the 
medical administrative problems which are of- 
ten so numerous and troublesome. He is in a key 
position to help the local medical society meet its 
obligation to work with the state and local work- 
men’s compensation boards.*? 

Seventh, he will look upon his industrial health 
program as the place par excellence for the prac- 
tice of preventive medicine. Nowhere else—not 
even in private practice, in clinics, or in school 
health work—will he find such opportunities for 
the prevention of disability and the promotion of 
positive health. From the first preplacement phys- 
ical examination, through the continuous observ- 
ance of the individual’s reaction to his various 
jobs, through the periodic health examination 
including the reasonably accurate health history, 
on through the inexorable changes wrought by 
the aging process, until the final examination 
prior to retirement, the industrial physician is 
engaged primarily in preventive medicine. 

Eighth, he will find and develop opportunities 
to pursue special interests such as gastro-enterol- 
ogy; traumatic surgery; cardiology; disturbances 
of the special senses, particularly vision and hear- 
ing; pulmonary function; dermatology; and 
many fields about which we all need further en- 
lightenment. Statistical studies require only a 
good record system plus time and interest. His 
opportunities for research in longitudinal studies 
of health, productivity, degenerative diseases, 
psychological phenomena, morbidity, and mor- 
tality are unparalleled. We know all too little 
about health education, why it works, and why 
it doesn’t, what are the best methods of improv- 
ing what people think and what they do about 
their health. 

Ninth, the part-time industrial physician will 
lay out a program of in-service training for him- 
self which will serve to keep him abreast of more 
rapid changes than are occurring in any other 
field of medicine. He will read texts and periodi- 
‘als which keep him informed, demand that short 
courses be arranged by the Industrial Health 
Committee of his medical society, and attend 
them regularly. He will have it understood with 
his employer that it is to their mutual advantage 
for him to attend at least one professional meet- 
ing a year devoted to occupational health, and 
that this will be at company expense. 

Tenth, and last, should this part-time man be- 
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come sufficiently interested to devote full-time to 
this new specialty in medicine, he will arrange his 
affairs so that he may obtain formal training at 
one of the recognized schools and residencies and 
will prepare himself for the specialty board ex- 


aminations. 


Conclusion 

0 SOME this may seem an impossibly idealis- 

tic picture. To them I would point out that we 
are already a considerable distance toward its ac- 
complishment. A surprising number of physicians 
are already doing part-time industrial work of 
one kind or another. Circulation of scientific 
journals on occupational health is increasing. At- 
tendance of physicians at meetings such as those 
of the Industrial Medical Association and the an- 
nual Congress on Industrial Health increases each 
year. More and more medical research in indus- 
try is appearing in our non-specialized journals. 

The demand for medical service in industry is 
here and is growing rapidly. It is here to stay. 
The success of any important movement depends 
upon the people, in this case the physicians, who 
go into it. 


We who have been in this field for some years 
are in the spotlight. We must lead the way. 
We cannot, nor would we, stop the current trend. 
Whether we impede it or hasten it depends on our 
devotion to the cause and our willingness to work 
together toward these worthy objectives. 

(One Madison Avenue.) 
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Pe ‘sonality Tests 


pian tests help prevent placement of overqualified technical personnel in 
jobs that readily can be handled by workers with less formal training. Companies 


find tests provide objective criteria fo 


weighing skills, thus reducing the tendency 


for supervisors to overestimate training required for a particular job. Widespread 


acceptance of psychological tests is indicated by the fact that over 70% of the companies 
in chemical and process industries use them for chemists and engineers, according to a 
recent survey by Chemical & Engineering News. Ways in which tests prove of value 


to firms studied include: serve as systematic, objective and rapid means of screening 
potential employees. Twenty-five years of testing experience at Procter & Gamble, for 
example, indicate that men who hold responsible positions in the company today made 


high test scores at the time of employment; most dependable tests are in the area of 
mental ability, they correlate well with grades in college and other indices of potential; 
tests provide basis for comparison of marking standards of different schools; inter- 


viewers can concentrate on applicant’s personal qualities, when achievement tests are 


administered; applicants appreciate the care the company takes in screening new em- 
ployees; knowledge that tests are given keeps many unqualified workers from applying 
at firms. Limitations of psychological testing, according to firms surveyed, include: 
tests measure what persons can do, not what they will do; are not too successful in 


measuring variables such as creativity and thoroughness in work habits; 


; personality 


and interest tests are subject to faking. High scores on personality tests have not al- 
ways proved consistent with characteristics shown after employment; laymen tend to 


overemphasize test scores at expense of other tools for evaluating personnel. 


Industrial Relationa News, April 7, 1956 
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Sate Handling of Toxic Materials 
by the Pest Control Operator 
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ESTICIDES can be handled without extermination 
Per the pest control operator. They need not even 
cause the slightest deterioration in his health. In 
order to direct the toxic action of these materials 
exclusively to the pest, be it mite, mosquito, rat or 
mouse, the pest control operator should be informed 
on the toxic properties of the pesticides and on the 
safe method of handling them. 

The industrial physician in any plant where con- 
trol of insects or rodents is being undertaken and 
physicians in any area where such operations are 
being conducted should be alerted to the pesticides 
being applied. This precaution will assist the physi- 
cian to be completely prepared in event an emergency 
should arise. 

The pest control officer must observe proper pre- 
cautionary measures both in the formulation of the 
pesticide preparations within his place of business 
and in the application of them at his client’s 
premises. These two phases of his operations are dis- 
cussed separately, together with a review of the 
toxic properties of the pesticides. 


Handling Pesticides on Operator's 
Premises 


TH" handling of pesticide materials by pest control 

operators at their establishments varies to a con- 
siderable extent. These operations usually involve 
mixing the poisonous substances with the bait and 
may include diluting concentrates with inert powders 
or liquids, transfer of pesticides from shipping con- 
tainers in which these are received to smaller con- 
tainers or mixing equipment, and placing materials 
in solution or preparation of emulsions. 

All of these operations may involve possibility of 
absorption of toxic material by the operator, the 
principal route being through the respiratory tract, 
whether a dust, vapor or gas, and to a lesser extent 
and dependent on the nature of the material through 
the skin. Or through some accident, the entry into 
the body might be through swallowing some of the 
substance. 

The effect of excessive exposure might be immedi- 
ate irritation, as can occur to the eyes when a solu- 
tion with xylene as the solvent is being introduced 
into a container and the operator is close to the 
filling device or the operation is being conducted in a 
small unventilated room. 

From a paper presented at the University of Michigan School 


of Public Health Inservice Training Course for Pest Control 
Operators. i aig 
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A cumulative action might occur if moderately ex- 
cessive exposures to carbon tetrachloride as the sol- 
vent should be continued or repeated over a period of 
time, even though no noticeable discomforting symp- 
toms were evident. This action might be on the liver 
or the kidneys, and records even over recent years 
include fatal cases in connection with such opera- 
tions as cleaning electrical equipment and metal 
parts in confined places and without appropriate 
ventilation. 

These and other solvents and many of the pesti- 
cides could also cause dermatitis. Occupational skin 
conditions are always annoying and can be serious. 

Our examples have been taken from the group of 
solvents rather than the pesticides themselves as 
there has been more extensive experience with these 
than with many of the pesticides. But let us review 
briefly what the hazards are and something of the 
experience with a number of the more commonly 
used pesticides. 


Chlorinated Hydrocarbons 
F THE newer insecticides, more is known of DDT 
than of the other members of the group of chlor- 
inated hydrocarbons both as to animal experimenta- 
tion and effect on humans. As an indication of the 
interest of public health people in this substance, a 
joint session on Pesticides was held by the Engineer- 
ing, Epidemiology, Food and Nutrition, and Indus- 
trial Hygiene Sections of the American Public Health 
Association at its Annual Meeting. 

The present status of our knowledge of DDT in- 
toxication was presented by a man whose name is 
well known to PCO’s—Dr. Wayland D. Hayes, Chief, 
Toxicology Section, Communicable Disease Center 
of the Public Health Service. Though DDT has been 
in general use in this country since 1946 and there 
is some suggestion of insect resistance to it, this com- 
pound continues to be produced in larger amounts 
than any other single insecticide. Cases of acute 
DDT poisoning uncomplicated by other substances 
have been described with symptoms including head- 
ache, dizziness, tremor, and convulsions, with re- 
covery well advanced within 24 hours except in the 
most serious cases. Dr. Hayes stated that “there is 
no well-described case of fatal, uncomplicated DDT 
poisoning.” However, it is to be recalled that the 
1951 report of the American Medical Association 
Committee on Pesticides listed some 364 cases of 
poisoning alleged to have resulted from DDT prepa- 
rations, including 14 fatal cases. These were obtained 
from many sources, included some 22 suicide at- 
tempts and not only systemic poisoning but 57 cases 
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of dermatitis. Cases of dermatitis have occurred as 
a result both of exposure to DDT alone and to solu- 
tions of it. There have been reports of a number of 
deaths from swallowing DDT solutions, with the 
symptomotology of solvent poisoning being pre- 
dominant. 

Since the Communicable Disease Center makes an 
effective effort to receive and check on all reports 
of pesticide injury cases in this country, Dr. Hayes’ 
observation made at the October APHA meeting that 
“no instance of chronic DDT poisoning in man has 
been confirmed” is to be accepted as authoritative. 

Reports that DDT is the cause of a variety of dis- 
eases have been investigated and no substantiating 
evidence was found. However, instances of poison- 
ing were uncovered by a _ reputable investigator 
where there was excessive and careless occupational 
exposure. Consequently, although the experience 
with DDT has been good, it is to be emphasized that 
careless habits should not be permitted to cause un- 
necessary exposures to this or other toxic pesticides. 
DDT has been shown to be safe under present con- 
ditions of use, but it carries little comfort to be told 
that one has an occupational disease only because 
he has been more than usually careless in his han- 
dling of a moderately toxic material that over past 
years has not caused injury to very many men! 

The experience with chlordane has not been as 
favorable. The Committee on Pesticides of the Ameri- 
can Medical Association has reported a group of 15 
cases of poisoning with five deaths. 

As a measure of the relative toxicity of DDT 
and others of the commonly used chlorinated hydro- 
carbon insecticides, the tentative threshold limit 
values adopted by the American Conference of Gov- 
ernmental Industrial Hygienists in April 1955 might 
be noted. 

The measure of a safe maximum exposure to DDT 
an eight-hour day is 2.0 milligrams per cubic 
meter of air. The comparable values for other in- 
secticides in this group are as follows: 


ovel 


Milligrams per 
Compound ibiec meter of air 
Aldrin 0.25 
Dieldrin 
Lindane 
Pentachlorophen« 
Chlordane 


Methoxychlor 


The effects of aldrin and dieldrin on the body are 
closely related. Symptoms of poisoning in man in- 
clude nausea, and dizziness with convul- 
sometimes followed by coma in more 
poisoning. Animals have shown convulsions as much 
as 120 days after the last dose of dieldrin sufficient 
to cause severe poisoning. As should be done with all 
of these insecticides which penetrate the skin, any 
dieldrin which comes in contact with the skin should 
be thoroughly washed off with soap and water. By no 
means should clothing damp with such compounds be 
allowed to remain in contact with the skin. 

Exposure to high concentrations of lindane and 
such decomposition products as may result from 
overheating in a vaporizer has resulted in headache, 
nausea, and irritation of eyes, nose and throat. The 
effects on the body are closely similar to those of 
DDT. Four cases of poisoning occurred where chil- 
dren had consumed a home-made soft drink contain- 
ing lindane which had been mistakenly mixed with 
sugar. These all had convulsions but recovered un- 
eventfully. Not so a 5-year-old girl who drank 4.5 


headache, 


s10ns severe 
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grams in a 30° solution of an unspecified organi 


solvent. Following convulsions, she died 


Organic Phosphates 

EST CONTROL operators have not employed the very 

toxic members of the organic phosphate group 
such as parathion and TEPP. A much less toxic com- 
pound of this group, for which the common name 
“malathion” has been approved, became commercial- 
ly available a year and a half ago and since May of 
last year has found an increasing use as a fly killer. 
As a comparison of the toxicity of malathion with 
that of parathion, the American Conference of Gov- 
ernmental Industrial Hygienists in April, 1954, ap- 
proved a tentative threshold limit value of 15 mg/cu. 
meter for malathion as against 0.1 mg cu. meter for 
parathion. It is to be noted that two or three times 
more malathion is required than is necessary for 
parathion in order to obtain comparable results in 
its use. 

Only one report of clinical poisoning ascribed to 


this compound has come to our attention. This might 


have been a fatal case had not the cause been recog 
nized and proper therapy applied. The effects are 
the same as those of other organic phosphates. The 
inhibition of the enzyme cholinesterase permits ac 
cumulation of large amounts of acetylcholine. When 
a critical level of cholinesterase depletion is reached, 
death may result. Although 
much the same care should be followed in handling 
malathion as is observed with other organic phos- 
phates, it is not absorbed significantly through the 
skin and its vapor pressure is so low that inhalation 
of vapor from the cold liquid does not cause exces- 
sive absorption provided adequate hygienic measures 


severe symptoms and 


are observed. 

Another organic phosphate, diazinon, also of lesser 
toxicity than the earlier members of this group, has 
recently been approved by the U. S. Department of 
Agriculture, though for limited use. The ACGIH has 
tentative threshold limit value to 
this compound. The acute oral LD/50 for rats is 
approximately 100 to 150 mg. per kilogram, as com- 
pared with 3 mg. per kg. for parathion and 1845 mg. 
per kg. for malathion. Thus diazinon would be con- 
sidered a thirtieth as toxic as parathion but twelve to 
eighteen times more toxic than malathion. If this 
pesticide is to be used, the technical bulletin avail- 
able for the producer should be obtained and the ap- 
plication techniques together with precautions in- 
cluded in this bulletin should be meticulously fol- 
lowed. 

Even more recent has been the proposal that a 
chlorinated organic phosphate may come into use in 
view of its demonstrated high effectiveness for house- 
flies. It has been recommended for use in dairy barns 
and other areas outside the home. This material has 
the common name “‘dipterex.’’ Competently conducted 
toxicity studies have shown dipterex to have a rela- 
tively low mammalian toxicity. The acute oral tox- 
icity of dipterex is 450 mg. per kg. It would thus 
take 150 times more dipterex than parathion to cause 
acute poisoning on ingestion, but only 4 as much as 
malathion. 

Of the insecticides in the following table, it is to 
be noted that only the first two have been ascribed 
even tentative values by the American Conference 
of Governmental Industrial Hygienists as safe ex- 
over an eight-hour day. On the basis of 
acute oral dose, chlorthion, the most recent of the 
organic phosphates placed on the market, appears to 
be of the same order of toxicity as malathion. 


not assigned a 


posures 
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Acute Oral 
Approx. LD/50 
mg./kg. for rats 


Milligrams per 


Compound cubic meter of air 


Parathion (ineluded for 

comparison ) 0.1 3 
Malathion (99% 1845 
Diazinon 100 to 
Dipterex 450 
1500 


technical) 15 


Chlorthion 


Other Organic Compounds and Botanicals 

Q'! A NUMBER of other insecticides in use by PCO’s 
may be mentioned Strobane, which is recom- 

mended for household pests and which has a toxicity, 

both acute and chronic, of about twice that of mala- 

thion. 

Piperonyl butoxide and piperonyl cyclohexane are 
among the least toxic of the insecticide constituents. 
Added to pyrethrum they increase its effectiveness 
against house flies, roaches, and many other in- 
sects. These combinations are safe and are recom- 
mended for use in the household and in food proces- 
sing plants. 

Allethrin, a synthetic pyrethrin, and pyrethrum, 
one of the earliest of the insecticides, both have a 
good record in use, though preparation of solutions 
of pyrethrum in kerosene have caused many a case 
of dermatitis. 

Maximum acceptable concentrations have not been 
assigned to these materials. For comparison of rela- 
tive toxicities, the acute oral LD,, for rats in terms 
of milligrams per kilogram of rat weight are given 
below: 


Acute oral toxicity 


Compound mg/kg (rats) 


11,500 
Piperony] 5,200 
Allethrin 680 
Malathion (90% Tech.) (For comparison) 480 
Strobane 200 
Pyrethrin 200 


Piperony! butoxide 


cyclohexane 


Inorganic Insecticides 
HE INORGANIC compounds most widely used by 
PCO’s for killing insects are the arsenicals and 
the fluorides, the former being about five times more 
toxic to man than the latter. Cases of poisoning have 
occurred from both of these groups of compounds, 
mostly through accidental ingestion. The fact that 


one part per million of fluoride can be included 
safely in water supplies should not be taken as an 
indication that insecticidal quantities should be care- 
lessly used. 

The American Conference of Governmental Indus- 
trial Hygienists have suggested the following thresh- 
old limit values for the amount of these compounds 
in air breathed over the work day: 


Milligrams per 


Compound cubic meter of air 


Arsenic trioxide (as arsenic) 0.5 
arsenate 0.3 
(applicable to sodium fluoride 


Calcium 
Fluorides 
and to sodium silicofluoride) 2.5 


Rodenticides 
SOME six rodenticides are in common use by PCO’s. 
Of these red squill is the safest but, as is well 
known, other rodenticides must be used for consecu- 
tive baiting. 
Phosphorus continues in use but somewhat inter- 
mittently. It is received by the PCO in paste form. 
In mixing the paste with the bait, the phos- 
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phorus paste is sometimes heated to make it less 
viscous and thus to permit easier mixing. Phosphor- 
us vaporizes at room temperature and on even gentle 
heating some oxidation accompanies the more rapid 
acceleration of vaporization, as is evidenced by the 
incipient “smoking” of the phosphorus. 

In phosphorus match making numbers of cases 
of poisoning causing necrosis of the bone, more es- 
pecially of the jaw, occurred in the early years of 
the century. In the fireworks industry about thirty 
years ago, an operation came under our cbservation 
in which small disks of a phosphorus gum tragacanth 
mixture were being individually wrapped by a group 
of sixteen girls. This seemed an unnecessarily high 
number of persons exposed and arrangements were 
made for installation of a machine which would re- 
quire only one operator and which could be provided 
with exhaust ventilation. Before this could be done, 
one of the girls developed the condition known as 
phossy jaw, which terminated fatally. More recent- 
ly, tons of phosphorus have been produced in electric 
reduction furnaces both by TVA and by private 
concerns. Exposures have been appreciable but cases 
of phossy jaw or other poisoning attributable to 
phosphorus have been rare. 

The question arises as to whether the operation of 
mixing warm phosphorus paste with bait introduces 
an actual hazard. Our thought on this matter is that, 
although exposures may be greater around phosphor- 
us furnaces without much evidence of poisoning, it 
is the better part of discretion to be guided by the 
experience in the phosphorus match and fireworks 
industries. We would recommend that the phosphorus 
paste be kept as cool as effective mixing with the bait 
permits, that exhaust ventilation be provided at any 
warming operation, that this exhaust ventilation be 
so located as to reduce the exposure of the person 
doing the mixing as far as is possible, and that no 
person be unnecessarily exposed to the vapor or the 
material itself. Natural ventilation as provided by a 
stack in the ceiling should not be considered ade- 
quate. A fan, motor driven, should be installed to 
remove the phosphorus vapor without drawing it 
past the breathing zone of the operator. Certainly 
much care should be observed to avoid inadvertent 
carrying of any of the phosphorus mixture into 
the mouth from contamination on the hands. Hands 
should accordingly be washed after the mixing opera- 
tion. 

Thallium sulfate is received as a white crystalline 
powder and is mixed with solid foods or dissolved in 
water in the preparation of the bait. Thallium sul- 
fate is exceedingly toxic, its acute toxicity being 
comparable to that of arsenic trioxide. Poisoning 
may occur in handling this material both by inhala- 
tion of the powder or by absorption through the skin. 
The high specific gravity of the powder reduces the 
probability of excessive amounts remaining in the 
air, but careless handling in such a manner that the 
powder may become disseminated in the breathing 
zone is to be rigorously avoided. Rubber gloves 
should be worn to prevent skin absorption. Not only 
can acute poisoning occur from a brief accidental ex- 
posure to a considerable amount, but chronic poison- 
ing may develop, as in lead poisoning, where there 
is repeated moderately excessive exposure. 

Precautions for handling sodium fluoacetate 
(1080) and ANTU (alphanaphthylthiourea) are 
much the same though ANTU is considerably safer. 
However, even the latter has an acute toxicity of 
twice that of strychnine or arsenic. There is no 
antidote for either compound, a fact with which all 
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PCO’s are thoroughly familiar, but ANTU is in- 
soluble in water and stomach lavage if done prompt- 
ly may prevent serious results of accidental inges- 
tion. Actually the safety record has been good and 
ANTU may be used in food handling establishments 
and in residences according to the 1955 Report of 
the Communical Disease Center of the U.S. Public 
Health Service. 

Compound 1080 is not only extremely poisonous 
but also acts with great rapidity. This fluffy powder 
is naturally white and similar in appearance to 
flour, powdered sugar or baking powder, but it 
is now dyed by the addition of 0.5% nigrosine black. 

Although 1080 is not volatile, it can enter the body 
through the respiratory tract as a dust. Accordingly, 
it is considered essential that a respirator be worn 
when handling this material. This respiratory pro- 
tective device should be a Type A mechanical filter 
respirator approved by the U. S. Bureau of Mines 
for protection against toxic dusts. Such respirators 
are available from the leading respirator manufac- 
turers and safety equipment venders. Both the res- 
pirator and the filters have the letters “BM” and the 
approval number of them and this should be checked 
on all respirators to be used during handling of 1080. 

The containers of 1080 should be stored in a 
securely locked place at all times when not in use. 
The keys for the storage space should be in the pos- 
session of a reliable person responsible for its stor- 
age and all operations connected with its use. In- 
ventories of 1080 and its preparations should be 
regularly recorded and checked. All equipment used 
for weighing, measuring and mixing, and all bottles, 
bait containers, or other devices used in the opera- 
tion should be labeled poison. Equipment which has 
come in contact with 1080 should be washed prior 
to being stored under lock and key and should be 
used for no other purposes. 

The anti-coagulants are among the newer of the 
rodenticides. The first of these was given the com- 
mon name “warfarin.” This agent causes profuse in- 
ternal bleeding after several days ingestion. Un- 
less the rat is injured, little or no blood is noticeable 
externally except for an occasional bloody dis- 
harge around the nose or in the urine. 

Among a number of trade names applied to brands 

this rodenticide containing 0.5% warfarin con- 
centrate, the compound itself or its sodium salt, or 


other compounds with similar action, there can be 
mentioned Compound 42, WARF-42, Warficide, 
Pival, Ratafin, and Rax Powder. Finished baits con- 


taining 0.025% warfarin and a Warfaricide prepara- 
tion are also available commercially. 

The possibility of becoming poisoned by a single 
exposure to warfarin appears to be remote. This 
is also true where a PCO may be handling 0.5% 
warfarin concentrate powder over six or eight con- 
secutive days. With reasonable precautions, it is un- 
likely that he would inhale or ingest an amount of 
an ounce a day of the 0.56% concentrate, which would 
be necessary for him to experience the same serious 
illness as resulted when such a (assuming a 
man of 165 pounds weight) was ingested for six con- 
secutive days with suicidal intent. Treatment in this 
case was started after the sixth day and recovery 
was complete. The first symptoms were back pain 
and abdominal pain which occurred the day after 
the sixth daily dose. Vomiting and attacks of nose 
bleeding then occurred. If absorption of considerable 
amounts of warfarin over a period of time should 
result in symptoms or appearance of brown- 
ish spots on the skin (petechial hemorrhages), 


dose 


such 
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medical attention should immediately be obtained and 
the physician should be informed of the exposure to 
this anticoagulant having much the same action as 
Dicumarole. Vitamin K is effective as an antidote. 


Fumigants 

‘HE principal fumigants used at the present time 

by PCO’s are hydrocyanic acid gas, applied in a 
number of forms, and methyl bromide. 

Hydrogen cyanide acts through 
utilization of the oxygen carried by the blood and is 
very rapid in its lethal effect. If an insufficient 
amount of cyanide is absorbed to cause death, there 
need be no apprehension of chronic effects ordinarily 
as the cyanides are rapidly decomposed within the 
body. Hydrogen cyanide may be absorbed not only 
through the respiratory system but also through the 
skin. The maximum acceptable concentration as sug- 
gested by the American Conference of Government- 
al Industrial Hygienists for prolonged exposure is 
10 parts per million. For a period of half an hour 
to an hour, 50 ppm may be tolerated without effect. 

The materials used at the present time for cyanide 
fumigation include hydrogen cyanide as such, either 
in liquid form in cylinders under pressure or ab- 
sorbed in wood or paper pulp disks packed in sealed 
cans. Another form is the solid calcium cyanide 
which resembles powdered slate or may be granu- 
lated and which slowly liberates its hydrogen cyanide 
on contact with moisture in the air or in the soil. 
Sodium cyanide is a white solid material provided 
in the form of eggs each weighing one ounce. Hydro- 
gen cyanide is liberated when sodium cyanide is in 
contact with acid, sulphuric acid solution usually be- 
ing used for this purpose. 

A cyanogen chloride-hydrocyanic acid gas mix- 
ture may be prepared by adding hydrochloric (muri- 
atic) acid to brickettes of various sizes made up of a 
mixture of sodium cyanide and sodium chlorate with 
inert material. The advantage of this cyanide prepa- 
ration is that the liberated gases cause sufficient eye 
irritation to serve as a warning in the presence of 
dangerous concentrations. 

None of these materials should be liberated at the 
place of business of the PCO. Storage of the cylin- 
ders and other containers should be in an area 
which can be readily ventilated in case of a leak in 
the container. Calcium cyanide and sodium cyanide 
containers should be stored in a dry area to avoid 
corrosion. If a portion of the sodium cyanide eggs in 
a drum or other large container are to be placed 
in a smaller container for transportation to the lo- 
cation to be fumigated, the cover should be replaced 
immediately. No acid should be handled or stored 
in the immediately vicinity of this drum. 

Methy! bromide, like essentially all fumigants, is 
a fairly toxic compound, 20 parts per million being 
the maximum acceptable where repeated seven or 
eight hours exposures can be anticipated. On acute 
near-fatal poisoning there is primary injury to the 
lungs with pulmonary edema or severe bronchitis. 
There may be a latent period of two to forty-eight 
hours before the edema develops, followed by head- 
ache, dizziness, nausea, vomiting, muscular weakness, 
and collapse. It is believed that no permanent injury 
follows an acute non-fatal poisoning. Methyl bro- 
mide will produce severe blistering of the skin where 
either its vapor or the liquid is confined to the skin. 

Methyl bromide is received by the PCO either in 
cylinders or one pound cans, in both cases as a 
liquid under pressure. Methyl bromide cylinders and 
the containers of the cans should be stored in a well 
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ventilated area. Care should be taken that the cylin- 
ders are so stored that they do not fall over and 
damage the cylinder valves, a precaution to be ob- 
served also with the cyanide cylinders. 


General Precautionary Measures 

TN THE handling of pesticides and in formulating 
pesticide preparations at the headquarters of the 

PCO, the best suggestion is that common sense meas- 

ures based on a knowledge of the hazard involved be 

followed. 

Operations should be reviewed from the point of 
view of the adequacy of precautionary measures 
now in force. Assistance may be obtained through 
such sources as the casualty insurance company’s 
safety engineer or the city or state industrial hy- 
giene division. 

Even such ordinary operations as dumping a con- 
tainer into a mixer or scooping material from a 
drum may be done in such a manner that one op- 
erator only slightly exposes himself whereas another 
operator doing the same job but in a different man- 
ner may be grossly over-exposed. Although the PCO 
is not aware of the exact parts per million or milli- 
grams per cubic meter of the material in the air at 
any given operation under all circumstances, a basic 
rule is that exposure of pesticides should be kept as 
low as is practically possible. 

In the handling of dry materials or of volatile 
solvents, the control measures which are available in- 
clude (a) segregation, (b) enclosure, (c) general 
and local ventilation, (d) wet methods, and (e) per- 
sonal protection such as special clothing and res- 
piratory protective devices. 

The question occurs as to where and when should 
such control measures be utilized. The most satisfac- 
tory answer is to be gained through analysis of the 
air or of excretions of the exposed persons depending 
on the type of exposure. Where such services may not 
be available, a few general principles should be ob- 
served. 

First of these is that where there may be evidence 
of irritation or other symptoms such as headache 
or tendency toward nausea, additional control meas- 
ures should be instituted. Even though such symp- 
toms are not too disturbing, they should not be over- 
looked since they may be indications of more serious 
injury which may show up after continued over- 
exposure. 

Typical examples of operations often requiring 
control measures are bottling operations where 
materials involved are volatile and where the air 
being displaced during the bottling operation es- 
capes into the breathing zone of the operator. An- 
other operation is that of repackaging dry materials 
which may be a severe producer of dust. 

A second category of situations where control 
measures should usually be utilized is that in which 
the more toxic materials, referring to the pesticide 
itself, the solvent or diluent, are being used. Ex- 
amples would be Compound 1080, carbon tetrachlor- 
ide, and benzene. 

After determining whether control measures 
should be used, the next decision is the optimum 
method of control. As a general observation, local 
exhaust ventilation is usually preferable to general 
exhaust ventilation as less air is required and bet- 
ter removal of material without exposure of the op- 
erator is usually obtained. However, where a mixer is 
located in a comparatively small room and general 
ventilation can be provided at small cost merely by 
the installation of a window ventilator of adequate 
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capacity, this method might be entirely satisfac- 
tory. 

If it is decided that respiratory protection is the 
optimum method of control, then the proper type 
of respirator or gas mask should be provided. It has 
already been mentioned that for toxic dusts, a 
Bureau of Mines approved filter type respirator is 
the choice. It may be added here that wherever res- 
pirators are provided as a means of protection, there 
should be supervision to see to it that these are 
cleaned at the end of each day that they are worn, 
that they are kept in a box away from the areas 
where toxic material may be present, and that each 
operator has his own personal respirator. If the res- 
pirator is to protect the operator against a solvent 
vapor such as xylene, then a cartridge type res- 
pirator should be used. One type of respirator is 
known as a fume respirator, and it should be un- 
derstood that the term “fume” refers to finely 
divided particulate matter against which such a 
respirator is effective. Such a respirator provides 
no protection against vapors or gases. Where there 
may be eye irritation, then a cartridge type respira- 
tor with goggles included may be the choice; or 
where there may be any appreciable concentration 
of the vapor or where the exposure must be over a 
continued period of time, a canister type gas mask 
may be preferred. 

Facilities should be provided for washing and for 
removal of clothing in the event it should become 
wetted with some pesticide preparation which may 
be absorbable through the skin. 

After determining what controls in the way of pro- 
cedure and equipment should be used, it should be 
made certain that everyone concerned knows about 
these and follows them. This is especially important 
with new operators who are brought onto the job. 


Application of Pesticides by Service 
Men 


H®17# hazards of service men applying insecti- 

cides and rodent baits do not appear to be con- 
siderable. Reference is made here to operations where 
the materials placed in the hands of the service men 
are the bait ready for application and the insecticide 
in its final dilution as a solution or emulsion. 

As a measure of the over-all hazards of this oc- 
cupation, the compensation insurance rate for the 
classification can be compared with that of some 
other classification which also involves driving in 
city traffic and working around an assortment of 
premises and structures with which the service man 
may not be familiar. The classification of “radio re- 
ceiving set installation and repair including drivers 
and their helpers” involves these operations, but 
with a traumatic injury hazard from antenna in- 
stallation on roofs not present in the classification of 
“exterminators, including termite control, not in- 
cluding use of poisonous gas, including drivers and 
helpers,” though including no appreciable occupa- 
tional health hazard. 

In many states, the compensation rate for the PCO 
classification is only slightly higher than that of 
the radio service classification and in Michigan it is 
slightly lower. As a measure of the relative hazards 
of termite extermination work, it may be noted that 
the rate in California, where it is understood that the 
greater portion of the work is in this operation, the 
compensation rate is more than twice that of the 
radio service classification. 
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The first hazard to be considered in the day of the 
pest control service man is that of driving to his 
locations with one gallon, screw top, galvanized cans 
of insecticide solution in his car. These cans should 
be examined each time they are used as the solu- 
tions of chlorinated hydrocarbon insecticides tend 
to cause some corrosion of the galvanized metal. If a 
can should start to leak inside a closed car, its vapor 
could readily produce sufficient drowsiness to cause 
the service man to lose control of his car. It should 
be considered of especial importance to have a car 
window partly open whenever cans of these materials 
are being transported. This hazard would of course 
be decreased by placing the cans in the rear storage 
compartment. However, from a practical viewpoint, 
where a service man has a tight schedule and sev- 
eral calls in one area, it would be much easier to re- 
turn the can to the car rather than going to the 
bother of opening the luggage compartment. With 
the present low-odor solvents, the service man may 
not detect by sense of smell that solvent vapor is 
present in the car. Consequently, if he should be 
aware of undue drowsiness, he should check these 
cans to make sure none of them are leaking. 

There appears to have been no difficulty so far 
from the one or two gallon pressurizing cans used to 
throw a fine stream of insecticide solution. These 
are made of heavier gauge steel than the galvanized 
cans and corrosive action is slower. Pressure is often 
applied by the filling station hose used for pumping 
tires. If one of these should rupture, serious injury 
would be expected. It is accordingly believed desir- 
able to make arrangements for a hydrostatic test of 
these pressure units at 50% more than the working 
pressure at periodic intervals. 


Insecticide Application 
N THE application of chlorinated hydrocarbon solu- 

tions and emulsions by directing a solid stream 
under pressure against the line of junction of wood 
and plaster, the pest control service man tends to be 
exposed more to solvent vapor than to the insecticide. 
But when an atomizer is used, the operator is ex- 
posed to both the chlorinated hydrocarbon and the 

olvent vapor. The severity of this exposure varies 

widely with the individual situation. Certainly when 
there is irritation of eyes or nose, an effort should 
be made to avoid the exposure sufficiently to elimi- 
nate the irritation. If the type of dispersing equip- 
ment or the degree of confinement of the area being 
treated is such that this is not feasible, then personal 
protective devices should be used. 

When the irritation is primarily to the eyes, rub- 
ber-frame goggles may be worn. It is to be recognized 
that these are tiring to the eyes and at intervals the 
operator should leave the area where the irritating 
mist exists and remove the goggles for a brief period. 

When the irritation is primarily to the nose and 
upper respiratory tract, a respirator may be worn. 
A cartridge type will protect against vapor. Replace- 
ment cartridges should be readily available and the 
new cartridge inserted as soon as an odor becomes 
apparent. If such replacements are required too fre- 
quently for convenience, then a canister type will be 
found to have much longer life. Where there is both 
eye and respiratory irritation, a full face piece mask 
is the preferred unit. 

No studies of actual exposure to chlorinated hy- 
drocarbon insecticides under normal operating con- 
ditions have so far been published. It is probable 
that the amounts of these materials absorbed by 
PCO’s are not greatly excessive or injury to health 
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among this group would have come to light by this 
time. Beyond the matter of alleviating irritation, the 
question of whether respiratory protection is neces- 
sary cannot be specifically answered without the 
knowledge of just how much of these materials is in 
the air breathed by the PCO under a variety of op- 
erating conditions and locations. 


Rodenticide Application 

“HE possibilities of poisoning of the service man in 

placing rodent bait appears to be remote when 
reasonable care is used, such as washing the hands 
before eating. It is of course desirable for the PCO 
to preserve good relations with his wife to avoid a 
repetition of a case recently reported where a wom- 
an had added rat poison to her husband’s lunch box 
sandwiches. Fortunately he detected an unusual 
smell and taste in the sandwiches and was unharmed. 


Fumigant Application 

‘HE principal hazard to the service man is the 

application of fumigants. Fatal cases are on rec- 
ord from handling both cyanide compounds and 
methyl bromide. 

GENERAL PRECAUTIONS FOR CYANIDE: In handling 
cyanide in any of its forms, the detailed procedures 
and precautions available from the suppliers should 
be meticulously followed. This is true also of official 
regulations. A number of precautionary measures 
may be emphasized. 

Gas masks equipped with canisters approved by 
the U. S. Bureau of Mines for protection against 
hydrogen cyanide should be available at all times. 
Equipment should also include an antidote kit of one 
carton of amyl nitrite pearls, two ampoules each of 
sodium nitrite (0.3 g. in 10 ml.) and of sodium 
thiosulfate (12.5 g. in 50 ml.), a serile syringe of 10 
ml. and one of 50 ml. capacity. The location of the 
nearest telephone should be known in case of an 
emergency. 

A cardinal principle is that no fumigator should 
work alone. 

At the conclusion of the fumigation period, opera- 
tors should wear gas masks approved for HCN when 
ventilating the premises. This is the most dangerous 
period in the fumigation operation. 

Clothing which is wet should not be worn when 
re-entering the building to ventilate, or whenever in 
contact with hydrocyanic acid gas, as moisture tends 
to increase absorption of the gas into the clothing 
and then through the intact skin. If clothing becomes 
wet from perspiration or any other cause while in 
the presence of the gas, it should be removed im- 
mediately and dried in a well-ventilated place. 

PRECAUTIONS FOR SPECIAL FORMS OF CYANIDE: At- 
tention is directed to a number of precautionary 
measures for the protection of the PCO. Again it is 
to be urged that manufacturers’ manuals be studied 
for complete details. 

Cylinders of liquid HCN should be kept in an up- 
right position and stored in a cool, well-ventilated 
place, shaded from the sun. In extremely warm 
weather, they should be submerged in water or kept 
in refrigerated storerooms. Do not remove the cylin- 
der valve assembly from cylinder head. If it is im- 
possible to open the valve as described by the sup- 
pliers, communicate with them for further instruc- 
tions. Approved gas masks should always be worn 
when handling HCN cylinders. The operator should 
wear rubber gloves when connecting or disconnecting 
lines and operating cylinder valves. 

Where only part of the contents of the HCN 
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cylinder is used at one time, the air pressure ap- 
plied to discharge the contents should be released 
each time as soon as the required amount of gas 
has been discharged from the cylinder. The air 
pressure should be released through the vent hose 
which may be obtained from the supplier of the 
HCN. The end of the vent hose, which is 15 or 20 
feet long, should be led to an isolated spot outdoors. 

The cylinders must be returned to the point of 
origin within 90 days from the date of shipment 
whether the contents have been used or not. It is 
understood that stabilization of liquid HCN to pre- 
vent polymerization and decomposition, with pos- 
sible resultant exposion, can be effected with certain- 
ty over a long period. However, to insure that the 
material is used within a reasonable time and to 
permit a periodic inspection of cylinders, the 90-day 
period is specified. This 90-day period includes what 
is considered an adequate factor of safety. 

When liquid HCN absorbed in pulp disks is to 

be used in hot weather, and particularly when a 
fairly large quantity of disks are to be used at one 
time, they should be pre-cooled before the can in 
which they are packed are opened. This can be done 
by placing the cans in cold water, or by using dry 
ice. 
In distributing the HCN-saturated disks, the un- 
opened can should be placed where the disks are to 
be used. The operator with an assistant, both wear- 
ing approved gas masks and rubber gloves, should 
then start on the top floor, opening and emptying the 
cans of disks farthest from the exit. A number of 
alternative procedures for opening the cans are 
suggested by the supplier. The operator should keep 
the bottom opening of respirator cannister away 
from the top of the can of disks he is opening. 
Operators should never retrace their steps while 
scattering the disks even though equipped with 
approved gas masks. After finishing the top floor 
they should repeat the operation on the next floor 
below, but should complete the cellar before doing 
the street floor, which should be fumigated last. It 
is to be noted that, where some other fumigant which 
is heavier than air is to be used, a different proce- 
dure is necessary. Though HCN gas is slightly 
lighter than air, its density is so close to that of air 
that it will tend to follow the normal air currents 
within a structure. 

Even though the operator is wearing a gas mask, 
he should not stand around in an area where the 
HCN disks have just been distributed or where cal- 
cium cyanide has been spread on the floor. Under the 
circumstances, the cyanide gas rising from the floor 
level can saturate the clothing and penetrate the skin 
to a dangerous degree. In one such case, collapse oc- 
curred though not with fatal termination. The opera- 
tor had remained in such an area over-long and, on 
his going outside the building and removing his gas 
mask, the combination of skin absorption and in- 
halation of HCN diffusing from the clothing re- 
sulted in the excessive absorption. 

In the use of granular calcium cyanide in a green- 
house where a considerable amount was applied in 
the operation commonly known as “burning out,” the 
greenhouse owner elected to do the job himself 
rather than to call in a PCO. Failing to observe the 
precautions outlined in the manual, he was found 
dead close to the exit door. 

Sodium cyanide is not used as extensively now as 
it was before more convenient forms were avail- 
able. In addition to the foregoing precautions which 
are applicable, these measures should be observed. 
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Rubber gloves and goggles should be worn as 
protection when handling sulfuric acid. Rubber or 
dry cotton gloves should be worn when handling 
sodium cyanide and hands should be washed after 
each handling. 

Where crocks are placed within a building for the 
generation of the HCN, the routes the men are to 
follow should be marked on the floor, wherever pos- 
sible, in colored chalk—a color for each man. The 
sequence for placing the bags of cyanide “eggs” in 
the crocks should be as outlined for distributing the 
HCN-saturated disks, starting on the top floor. Op- 
erators should always wear approved gas masks and 
rubber gloves when placing a charge of sodium cya- 
nide into the generator. Operators should never re- 
trace their steps on any job to place a bag of 
sodium cyanide into a sulfuric acid container which 
may have been overlooked, even though the operators 
are protected with gas masks. 

After the premises have been ventilated, the fumi- 
gator, with his approved gas mask strapped to him, 
but not wearing it, should go through the building 
to make sure that none of the bags of sodium cya- 
nide “eggs” were overlooked and left lying beside the 
generators. Any unused charges should be immedi- 
ately removed from the building. All crocks or bar- 
rels should be examined to see whether all the sodium 
cyanide has been decomposed. If a part of the charge 
appears to be left in a crock or barrel, or if the fumi- 
gator is in doubt about it, he should put on his ap- 
proved gas mask before approaching or moving such 
crocks or barrels. Every precaution should be taken 
to avoid inhaling gases given off by the residues. If 
a generating unit bubbles when it is disturbed, it 
should be left alone until the bubbling has stopped. 
Only when the fumigator is certain that all gener- 
ating units are inactive should men be sent into the 
building to remove them for dumping. 

The residues left in generators, barrels, and 
crocks are corrosive and poisonous. They should be 
handled carefully to avoid spilling.When residues are 
being dumped, operators should have approved gas 
masks available and should wear goggles or face 
shields and rubber gloves. The residue will normally 
contain an excess of sulfuric acid. If by mistake an 
excess of sodium cyanide eggs has been placed in a 
container of the sulfuric acid, hydrogen cyanide gas 
will be evolved on dumping this container into the 
residue from other containers. Asphyxiation can re- 
sult, and actually has occurred, from such an opera- 
tion even though it is conducted out of doors. 

In using briquettes made up of sodium cyanide and 
sodium chlorate with inert material, the precautions 
presented for use of sodium cyanide with sulfuric 
acid should be followed. The hydrochloric acid to 
which these briquettes are added is not as corrosive 
as the sulfuric acid solution but care should be taken 
to avoid contact with the skin and eyes. Personal 
protective equipment should be worn when handling 
this acid and briquettes. 

It is to be noted that the “Safti-Fume” briquette 
produces a gas mixture of approximately 65% cyano- 
gen chloride and 35% hydrocyanic acid. Cyanogen 
chloride is twice as heavy as air and hydrogen cya- 
nide is slightly lighter than air. The manufacturer 
states that the simultaneous evolution of the two 
gases causes the tear gas effect of the cyanogen 
chloride to be present from the start of the genera- 
tion until the completion of the ventilation opera- 
tion. In this product, the cyanogen chloride is in- 
cluded not simply as a tear gas but for its insecti- 
cidal properties as well. 
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Warning agents such as chloropicrin (CCl,NO,) 
have been suggested for addition to hydrocyanic acid 
gas. This gas is nearly six times heavier than air. 
With a boiling point higher than water, it is readily 
seen that it is far less volatile than hydrogen cyanide. 
Thus, it is considered that use of chloropicrin pro- 
vides a false sense of security and should not be 
added as a warning gas to hydrogen cyanide. How- 
ever, a use of chloropicrin which has proven effective 
in ship fumigation with HCN has been ite distribu- 
tion in disks as a pre-warning gas to drive out stow- 
aways prior to the fumigation with HCN. 

METHYL BROMIDE: A number of fatal and non-fatal 
cases of poisoning have occurred to fumigators using 
methyl bromide. However, it is concluded in a publi- 
cation of the U. S. Public Health Service (N. I. H. 
Bull. No. 185) that “in view of the tremendous 
quantities of methyl bromide used in past years for 
fumigation purposes, the number of accidents for 
such use is small indeed, indicating that methyl 
bromide may be used safely if certain precautions 
are observed.” 

Again noting that complete directions for proper 
and safe handling of methy! bromide as provided by 
the producers should be meticulously followed, a 
number of points are presented here. 

As methyl bromide gas is three and a quarter 
times heavier than air, any basement area should 
be fumigated first rather than after the upper floors 
as is the case with hydrogen cyanide gas. 

In opening one pound cans, the special equipment 
available from the supplier should always be used. In 
opening the valve of a cylinder, be sure that the 
cylinder is secure so that the back pressure from 
the escaping methyl bromide will not cause it to 
fall over. Such an accident can cause the methyl 
bromide to come in contact with the operator in con- 
siderable quantity. If such an accident should occur, 
clothes contaminated with methyl bromide should be 
removed as quickly as possible. The portions of the 
body in contact with the methyl bromide should be 
well washed. The clothing should not be worn again 
until all traces of methyl bromide have evaporated 
from it. This applies to shoes, which readily absorb 
the methyl bromide and keep it in contact with the 
feet, with resultant severe blistering. Splashes of 
liquid methyl bromide coming in contact with the un- 
covered skin will quickly evaporate and cause no 
appreciable effects. 

Bandages, gloves, or other coverings on the hands 
should be avoided lest they absorb vapor or pre- 
vent rapid evaporation of the liquid. Gloves may 
thus increase contact rather than offer protection. 

The gas mask to be worn when handling methyl 
bromide should be approved by the U. S. Bureau of 
Mines and should have a full face piece and the 
proper canister for Type B organic vapors. Canis- 
ters should be renewed frequently as recommended 


by the supplier. Methyl bromide is dangerous in 
concentrations which may be below those necessary 
to be detectable by odor. Consequently, the wearer 
of the canister gas mask should not depend upon 
the sense of smell to indicate when the canister has 
been used up and is no longer providing protection. 
If a sensation of dizziness, nausea, or headache 
should occur, the PCO should leave the exposed area 
at once and should be checked by a physician before 
returning to such an area. These symptoms may not 
be sufficient to cause the exposed person appreciable 
discomfort but all workers should have the facts 
impressed upon them that these symptoms, however 
slight, may be an indication of injury which may 
develop to serious proportions if excessive exposure 
continues and medical attention is not obtained. 

Oxygen should be given as a first aid measure only 
by trained personnel who would be able to detect any 
signs of lung injury, in which case oxygen should not 
be administered. When oxygen is used, it should be 
100% rather than a mixture with carbon dioxide 
and should preferably be inhaled against a positive 
pressure of not more than 6 cm. (2% inches) of 
water. The recommended duration of oxygen inhala- 
tion is for 30 minutes in each hour for six hours. 

In conclusion, the essential element in practical 
precautionary measures for successful handling of 
pest control operational hazards is the use of com- 
mon-sense procedures based on a knowledge of the 
materials being used. This common-sense approach 
does not permit eliminating certain well-considered 
precautionary measures because these may have 
been omitted inadvertently a number of times with 
no injurious consequences; nor does it mean that a 
method of operation is to be based on assumptions 
where specific information is available. 

It does mean that every PCO should recognize 
that materials are being handled which may cause 
injury within his own premises, to his service men as 
they carry on their work in the structures of his 
customers, and to the occupants of those structures. 
The PCO must not only be alert to these hazards, he 
must also see to it that his service men are well in- 
formed and that they follow proper procedures, and 
further, that the occupants themselves shall be ade- 
quately protected even though at times it may seem 
that this must be done against their will! It means 
that the PCO will be in contact with trained indus- 
trial hygiene personnel for review of the manner in 
which he conducts his operations. It means that 
the PCO will have established a relationship with a 
physician in the area of the operation and that this 
physician is informed of the materials which are 
being used. 

In the event of an emergency, a life may hang in 
the balance of the prior preparation of a physician 
to give the proper treatment for the agent causing 
the distress. 


Re-education 


fe success of the treatment program for alcoholics is dependent upon the re-educa- 
tion of the entire industrial group. Everyone must be taught the newer conception of 
alcoholism. They must be made to realize that the alcoholic is a sick patient, not a degen- 
erate weak-willed and hopeless wreck. He needs first of all, sympathy, tolerance and 
understanding, not criticism and intolerance. Also, it is extremely important that the dis- 
ease be recognized as early as possible. Chronic alcoholism that has progressed to the 
stage of mental deterioration is extremely difficult to manage. 


From “Alcoholism In Industry,” 


by Grorce H. GEHRMANN, M.D., in Plantation Health, 21:2 (April), 


1956. 
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Cnicago 


N ORDER to handle adequately any accident 

or illness which might occur while at work, 
the surgical department of a large industry 
should be organized in a manner that will allow 
an injured employee to obtain the attention of a 
physician at any time. 

There should be an emergency hospital or 
clinic, centrally located or easily accessible from 
all parts of the plant. This unit should be staffed 
by a doctor and a nurse during all working hours 
in the large industries. In the smaller ones a full- 
time industrial nurse alone is satisfactory, pro- 
vided a doctor is quickly obtainable. The company 
surgeon and his assistant must have adequate 
training and, or experience in traumatic surgery, 
and one of them must be available at all times. 

The number of nurses and doctors, other than 
the surgeon and his alternate, will depend upon 
the patient load. Additional doctors may be em- 
ployed on a 40-hour a week basis, or part time on 
an hourly basis. The important thing is to have 
some doctor immediately available. 

The emergency hospital should be equipped 
with an x-ray unit adequate for pre-employment 
chest and skeletal surveys and posttraumatic di- 
agnostic studies. The type and amount of sundry 
equipment will depend on the types and number 
of patients treated. In a large industry we find 
the following additional specific items of value: 

1. Several cots for temporary use. 

2. Several “All Purpose” industrial chairs for 
hand and arm dressings. 

3. “Universal” hand splints. 

4. A physiotherapy department, staffed with a 
trained therapist. 

5. Apparatus suitable for both resuscitation 
and the administration of oxygen. 

Transportation to the emergency hospital must 
be worked out according to the area of the plant. 
tor small areas there is no problem. For large 
industries with extensive areas it is expedient to 
designate ‘pick-up stations” from which patients 
can be collected at regular intervals by a small 
bus or station wagon. In the contingency a physi- 


From a paper read at a Joint Meeting of the Chicago Surgi- 
Surgery. 
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cian is required at the scene of an accident, a 
vehicle should be kept in readiness for his use. 

Should a patient’s condition necessitate hospi- 
tal admission, an ambulance must be available to 
transport him to the hospital where the company 
surgeon is a staff member. We find it satisfactory 
to use an outside ambulance service for this. 

Lacerations are given definitive treatment in 
the emergency hospital. Local anesthesia is used, 
debridement is carried out when necessary, and 
splints are applied as indicated. In the main, silk 
is used throughout. In our hands we find it safe 
to use buried silk or cotton when the wound has 
been adequately debrided and cleansed. 

Puncture wounds are washed, cleaned, and 
dressed with vaseline gauze. Prophylactic anti- 
biotics are rarely used. Tetanus toxoid boosters 
are given to men who have been in the armed 
forces or who state they have been immunized. 
tetanus antitoxin is used according to the judg- 
ment of the surgeon who takes into account the 
type of wound, the instrument of trauma, and 
the surroundings at the time of injury. An intra- 
cutaneous test dose is given prior to administra- 
tion. If the skin test is positive and T. A. T. is 
definitely indicated the patient is transferred to 
the community hospital for multiple desensitizing 
doses. 

Minor burns are treated in the emergency hos- 
pital. The burned areas are cleaned, debrided if 
indicated, and dressed with compression band- 
ages, using sterile fine-mesh vaseline gauze over 
the burned area. With certain exceptions, a burn 
is classified as a minor one if it constitutes no 
more than 10% of the body surface. The excep- 
tions are: burns deep enough to damage impor- 
tant structures, and those involving the perineum, 
groin, or face. Major burns are hospitalized. 

Finger amputations are treated as outpatients. 
Where amputation is complete, enough bone is 
debrided to create a flap which is closed with silk. 
Should there be an evulsion of skin an attempt is 
made to replace it; if this is not feasible, a small 
full-thickness or thick-split thickness graft from 
the forearm is sometimes applied immediately. 
We have not used distal full-thickness grafts in 
lieu of flap creation. 
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Severed tendons on the dorsum of the hand or 
foot are usually repaired without hospital admis- 
sion. Splints are applied and the patient returns 
for follow-up care. Volar tendons and all nerves 
are repaired under general anesthesia after hos- 
pital admission. 

When possible, fractures and dislocations are 
treated in the emergency hospital. This includes 
open fractures unless extensive. When oxygen 
is available, sodium pentothal can be used for re- 
duction of dislocated elbows or shoulders, and 
lesser fractures such as of the wrist. Major frac- 
tures are admitted, and closed reduction is always 
given first consideration. If open reduction is re- 
quired we use as little radio-opaque internal fixa- 
tion as possible. 

We have found it best to hospitalize, and op- 
erate at company expense, all employees with 
herniae originating or questionably originating 
at work. This seems to promote better industrial 
relations, lessen legal fees, and decrease the num- 
ber of recurrences, which in turn minimizes loss 
of time by the employee. 

Collapse due to overheating and salt depletion 
is continually guarded against. During the recent 
past there have been fewer such cases than were 
prevalent many years ago. We ascribe this to bet- 
ter eating habits and a higher standard of living 
among the workers. Because salt tablets may 
cause gastric discomfort, there may be provided 
various types of salt and salt combined with glu- 
cose tablets, as well as candy containing salt. Em- 
ployees working in hot environments are coopera- 
tive in taking one or more of these supplements. 
Men with muscular or abdominal cramps are 
given intravenous physiological saline. Those who 
collapse and are pale and cool are termed “heat 
exhaustion,” and are given intravenous glucose 
and saline. Those in either of these categories are 
relieved quickly with this treatment. A more seri- 
ous condition however is “heat stroke.” By this 
we mean general collapse with a high tempera- 
ture and a flushed skin (heat retention). These 
cases are usually not given intravenous fluids 
until the temperature is reduced to 101°F for 
fear for pulmonary edema. Active measures are 
taken to reduce the fever. Cold sheets, ice bags 
and fans are used in an attempt to accomplish 
this. 

Rehabilitation is aided by regularly prescribed 
physical treatment. Whether available in the 
plant or provided for by outside contract, a good 
physical therapist is invaluable to administer 
massage, induced heat, whirlpool and electric 
muscle stimulation, and, more important, to teach 
exercises and active motion. Whenever possible, 
patients are kept at work in order to prevent 
deterioration of function, coordination, muscle 
power, and morale. 

All patients with skull fractures or suspected 
intracranial injuries are hospitalized and ob- 
served. Should any question arise as to possible 
surgical intervention, a qualified neurosurgeon is 
called in as consultant. If neurosurgery is ad- 


visable, he is asked to handle the case. This is 
done in spite of the fact that it may necessitate 
transferring the patient to another hospital. In- 
juries involving loss or destruction of teeth are all 
referred to a local dentist, and complicated face 
injuries are sent to a maxillofacial surgeon. 

We do not prescribe any certain type or make 
of prosthesis for major amputations. When ready, 
the patient is supplied with a list of reputable 
prosthesis makers, and his name is submitted to 
these concerns, who in turn contact him and dem- 
onstrate their products. The choice is then left to 
the man who must wear the prosthesis. It is 
agreed that no artificial member compares favor- 
ably with the original, and there will always 
be complaints. We feel, however, that there are 
fewer dissatisfied patients if each man is allowed 
to choose tor himself. 

To prevent trauma to eyes, workers are pro- 
vided with protective goggles. Eye injuries are 
all seen originally in the emergency room. Float- 
ing foreign bodies can be removed by irrigation 
or by a cotton swab. Should an adherent particle 
be removable with a simple cotton applicator, this 
may also be done. No eye spud is used over the 
pupillary area. Superficial lacerations of the lids 
are sutured, but consultation is requested when- 
ever there may have been associated blunt trauma 
to the eyeball itself. 

Patients with adherent foreign bodies over the 
pupillary area, ulcers, inflammations, deep for- 
eign bodies, possible blunt trauma such as de- 
tached retina, and lacerations of the sclera or 
tarsal plate of the lid are all immediately trans- 
ported to a competent ophthalmologist, who con- 
tinues to treat the eye until it is recovered or no 
more can be done. 

Skin eruptions are particularly bothersome to 
the average surgeon. We do not feel competent 
accurately to diagnose any of them. Every pa- 
tient, therefore, who presents himself with a der- 
matological problem is sent directly to a derma- 
tologist, who sends us a report as to whether in 
his opinion the condition is industrial in origin. 
If so, he continues to treat it at company expense; 
if not, the patient is advised to see his family 
physician or any dermatologist of his choice. 

We endeavor to treat each employee as if he 
were our private patient. At the conclusion of 
treatment and rehabilitation we try to estimate 
fairly and impartially the degree of permanent 
disability. We do not make this figure for pur- 
poses of future bargaining. 

A general plan has been outlined for the man- 
agement of the surgical department in a large 
manufacturing plant. There will necessarily be 
variations in details should this plan be applied 
to the different industries. These variations will 
depend on the geographic location, number of 
employees, and type of hazards peculiar to the in- 
dustry, as well as the professional abilities of the 
surgical staff. The plan outlined has proved satis- 
factory to us. 

(208 South LaSalle Street.) 


Industrial Medicine and Surgery 











85 Years os 


a 
















‘aval. Mi 
—— lca of a 


HE CAVALCADE OF HEALTH and Medical Prog- 

ress held at the Shrine Auditorium and Ex- 
position Hall in Los Angeles, January 6-15, 1956, 
as part of the 85th Anniversary of the Los 
Angeles County Medical Association, was _ at- 
tended by more than a quarter of a million lay 
people. The whole field of medicine and surgery 
was represented in exhibits designed to show the 
tremendous progress that has taken place in 
medicine, and what it is accomplishing in the pro- 
motion and improvement of health. The indus- 
trial medical program was put on by representa- 
tives from the Western Industrial Medical Asso- 
ciation and the Industrial Section of the Los 
Angeles County Medical Association. In a three- 
day scientific program, which preceded the Caval- 
cade and was given primarily for the medical 
profession, industrial medicine was represented 
by James H. Sterner, M.D. The industrial medi- 
cal exhibit included posters, placards, charts and 
various displays, together with a blown-up pic- 
ture of the Occupational Health Institute Certifi- 
cate of Health Maintenance, evidencing approval 
of Industrial Medical Programs. This exhibit won 
a “First Place Award.” The Committee in charge 
of the exhibit included: H. S. ELMQUIST, M.D., 
Chairman; EDWARD J. ZAIK, M.D.; JEROME W. SHIL- 
LING, M.D.; CLARENCE L. LLOYD, M.D.; A. C. REM- 
INGTON, M.D.; WILLARD I. NESSON, M.D.; PACKARD 
THURBER, JR., M.D.; and FRED BRYAN, M.D. 
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Medical Aspects of Automation 


—INFLUENCE ON INDUSTRIAL MEDICAL PROGRAMS 


C. RICHARD WALMER, M.D., Managing Director 


Industrial Hygiene Foundation, Mellon Institute, Pittsburgh 


UTOMATION is more than just a word to de- 

scribe new techniques for mechanicaily ac- 
complishing work in our plants and offices. It 
has been defined in many ways and degrees, from 
the elimination of human direction and hand 
operations on the assembly line to the automatic 
control or operation of machines by other ma- 
chines. Automation is not just a further advance- 
ment of mechanization. In mechanization man 
and machine function together, one as an exten- 
sion of the other, in a sense. In automation man 
supervises the machine but is not involved in its 
actual operation. 

But much more than the method of production 
is involved. Automation signifies a whole new 
way of life, with bio-social values as well as tech- 
nological ones. It will change the living and 
working habits of people, alter educational pat- 
terns in our schools, and raise our standard of 
living to new heights. This paper is concerned 
with the effects of these developments on human 
beings. 

The state of health of an individual is deter- 
mined by a complex combination of factors in- 
volved in his adjustment to his total environment. 
When that environment faces alteration it is 
human nature to feel uneasy. Individuals cannot 
help wondering, ‘How is this going to affect me?” 
Mental attitudes are resistant to change. The 
advent of the Industrial Revolution was met at 
first with fear and bitterness. Violent attempts 
were made to halt its progress. The first multiple 
spindle machine was destroyed in 1768 by spin- 
ners who feared the loss of their livelihood. The 
invention of the steam engine also raised mis- 
givings in many quarters, and dire predictions 
were made of the unemployment it would create. 
But the machine age opened opportunities far 
beyond the wildest dreams of those who worked 
to bring it about. Prosperity lies in productivity, 
and there is no reason why automation should not 
further increase both. 


Industry's Stake in Health Maintenance 
EVERTHELESS, the anxiety of employees in 
these early days of the era of automation is 
one of the human relations problems which will 
arise, and these are closely allied to the health and 
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well-being of the worker. Other aspects of auto- 
mation will bear more directly on the physiologi- 
cal status of the worker, but it is the sum total 
of all problems, both physical and emotional, 
which determines the total health picture of an 
individual. 

Anticipation of these problems is as essential 
to advance planning for automation by industries 
as are the engineering blueprints and the man- 
agement studies to determine the economic feasi- 
bility of such a move. A company’s employees 
have always been its most valuable assets, and 
automation is not going to change this. In fact, 
more responsibility will be vested in employees 
than heretofore. There will be a larger number 
of technical jobs, including maintenance and re- 
pair of the complex machinery and monitoring 
of automatic equipment. This will call for greater 
skills and more training and education. Manage- 
ment personnel will be called upon to make major 
decisions. Errors in judgment would be costly. 

In addition, each employee will represent a 
much larger capital investment than heretofore. 
In 1954 the capital investment per worker in the 
chemical industry, which is highly automatized, 
was twice that of industry as a whole, or $26,000; 
and in some plants it is considerably more.! The 
present investment per employee in the electric 
power generation industry, which is almost com- 
pletely automatized, is in excess of $106,000. 

Thus, automatized industry will have an even 
higher stake in maintaining the health of its 
workers. Illness not only disrupts production 
while workers are absent but also results in a loss 
of efficiency during the periods when the worker 
is on the job but is not feeling well. 

It is estimated that absenteeism costs industry 
more than $5 billion in terms of services and lost 
production. If all intangible factors were con- 
sidered, this figure would prove to be considerably 
more, and still would not take into consideration 
the economic loss incurred by employees whose 
efficiency is at a low ebb. 

From these considerations, and humanitarian 
ones as well, it is important that industry look 
ahead to anticipate some of the problems that are 
likely to arise. Despite the fact that many 
authorities predict a relatively gradual transition 
to automation, an increasing number of com- 
panies are following the trend. Manufacturers of 
automatic controls have estimated that auto- 
matized equipment has been installed in 100,000 
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manufacturing plants in the United States dur- 
ing the past few years.* Of course, for a long 
time to come there will be many companies, small 
ones in particular, which will find it economically 
unsound to switch to automation. Industries 
which are seasonal in nature would find it too 
costly to automatize since one of the economic 
principles involved is the need to make continu- 
ous use of the equipment. A study by the Re- 
search Institute of America indicates that 17.6% 
of the 100 companies replying to a questionnaire 
use automation now and another 17.1% antici- 
pated its introduction within the next 10 years. 


Preventive Medicine Is Best Approach 
EGARDLESS of the method of manufacturing, 
there is one approach to health maintenance 
which is good management policy, and that is 
preventive medicine. 

Preventive medicine is concerned with the total 
physical and mental well-being of the worker, 
both on the job and at home. It is a specialized 
form of medical and public health practice, com- 
bined with the newer principles of hygiene, sani- 
tation, engineering, toxicology, and health promo- 
tion. Modern methods of environmental control 
have greatly reduced the possibility of occupa- 
tional disease and injury. One of the Industrial 
Hygiene Foundation’s member companies has 
reported a reduction in on-the-job injuries of 
63° in the past five years, and this is not an 
exceptional case. Automation will further elimi- 
nate occupational hazards, but this does not mean 
that working people will be on the job every 


day. Non-occupational injuries and diseases ac- 


count for 90° of absenteeism. 

Industry, by doing its part to keep the worker 
healthy around the clock, is not taking on an un- 
necessary burden, but is protecting its own in- 
terests. Even the most comprehensive medical 
program will be less costly than the losses in- 
curred through worker absenteeism, including 
higher operating costs because of substitution of 
perhaps untrained personnel, spoiled products, 
higher disability wages, increased group hospital 
and surgical insurance payments, and many in- 
tangible losses. 

Such a program in no way infringes on the gen- 
eral practice of medicine. Industry and its physi- 
cians have the opportunity to discover physical 
conditions which might have gone unnoticed and 
untreated, and such cases are referred to the 
worker’s physician. Also, through health counsel- 
ing and education, the worker can learn to take 
better care of his health and to avoid injury. 

That such a program is well worth-while is 
pointed out by the experience of Du Pont in 
which off-the-job injuries were reduced 20% 
from 1953 to 1954, and on-the-job experience was 
reduced 40%. Data collected showed that “in the 
first six months of 1955, 82,000 employees in the 
laboratories and plants suffered 786 injuries off 
the job, and only 30 on the job.’ 

This would not imply that safety is lacking in 
the working environment. The majority of acci- 
dents are the result of human failure, relating 
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directly to the victim’s physical and mental well- 
being. It has been estimated that only a third 
of workshop accidents can be regarded as caused 
by machines, and only a third of these, or 10% 
of the total, are due to lack of mechanical protec- 
tion. This would indicate that the source of nine- 
tenths of the accidents are to be found in man’s 
constitution and behavior when confronting the 
machine." Thus, protecting the over-all health of 
the employee serves the double purpose of keeping 
him on the job and making him also a safer, more 
efficient worker. 

Let us take the ideal industrial health program 
as many leading companies have it today and see 
how it fits the requirements of the automatized 
industry, what adaptations will have to be made, 
and how they can be accomplished. At present we 
have only limited experience on which to base an 
evaluation of the medical needs connected with 
continuous processing methods of manufacturing. 
Whereas the engineers can scientifically deter- 
mine how to convert to such a process, and man- 
agement can employ reliable statistics to calcu- 
late the desirability of such a move, the medical 
profession is faced with many intangible elements 
which will play a part in the health aspects of 
such a program. Today’s industrial physician 
needs to have a broad understanding of not only 
physiology, but psychiatry, sociology, anthropol- 
ogy, human engineering, and industrial hygiene, 
as well. 

First, let us consider the employee in relation 
to his working environment. In the ideal plant, 
atmospheric contaminants are well controlled. In- 
dustrial hygienists keep a constant check at all 
operations where industrial dusts or toxic fumes 
or gases are a threat. The harmful properties of 
all raw materials used in the manufacturing 
process have been determined through biologic 
tests. The industrial physician is also well ac- 
quainted with the specific hazards encountered in 
his company, and with the physiological effects 
of exposures. Engineers have employed control 
measures in the design of the machinery and in 
ventilation and air-conditioning systems. The 
same attention is given to ridding the work en- 
vironment of radiant heat and of noise. Where 
hazards cannot be completely eliminated, protec- 
tive clothing and equipment are standard require- 
ments for each worker. 


Better Environment Through Automation 
AUTOMATION will provide the solution to many 
such environmental health problems. Workers 
will no longer be exposed to air contaminants, 
since manufacturing operations will be enclosed. 
In many cases workers are stationed at control 
panels which are completely isolated from the 
actual processing area. Such factors as ventila- 
tion, temperature, humidity, and noise no longer 
affect his performance. In fact, control criteria 
in fully automated factories are such that the 
standards of air cleanliness with respect to dust 
for successful operation of the equipment are far 
more critical than those for humans. Automation 
eliminates much of the actual contact between 
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worker and material, making possible the use of 
compounds of ingredients formerly too toxic to 
handle safely. 

In the rubber industry raw materials proceed 
from bins through scales and into the mixer with- 
out manual handling. It is hoped te devise auto- 
matic machinery to reduce all mixed stocks into 
pellet, or flowable, condition so that they can be 
conveyed to bins over automatic mills for feed- 
ing extruders or calenders.* 

In one plant manufacturing large metal con- 
tainers which required manual soldering of side 
and end seams, resulting in an exposure to lead 
and solvents, automatic equipment was installed 
which permitted better ventilation and complete- 
ly eliminated exposure to the toxic materials. Not 
only was the worker’s health protected, but also a 
superior product was achieved.* 

The oil industries introduced automatic con- 
trols into their refineries some 30 years ago as a 
safety measure to handle operations in danger 
areas. Today both the oil and the chemical indus- 
tries utilize automation to a high degree, both to 
protect the worker and to expedite production. 

While automation will relieve the day-to-day 
chronic exposures to toxic materials, there still 
exists the danger of catastrophic exposures due 
to ruptures in the lines or of acute exposures 
where maintenance work is involved. Workers ac- 
cidentally and drastically exposed to toxic ma- 
terials will require special and prompt treatment, 
and the industrial physician must have, ready and 
available, knowledge based on studies of the 
toxic properties of the materials used in manu- 
facturing. 

Nor will automation eliminate the need for in- 
vestigating toxic properties of new products be- 
fore introducing them on the market, or, better 
yet, in the development stages. The consumer’s 
health and welfare must be protected. Where 
harmful properties cannot be eliminated, codes 
must be set up for the safe handling and use of 
the product by the public. With increased pro- 
ductivity made possible by automatic processing, 
manufacturers will need to develop new products 
so that costly equipment will not stand idle. 


A Boon to Physical Safety 
AUTOMATION will also materially lighten the 
safety department’s task where prevention of 
physical injury is concerned. It will release men 
from dangerous jobs, and consequently will elim- 
inate most of the traumatic injuries. Even safety 
devices on machinery can be inadequate because 
they do not account for human failure to utilize 
them. With true automation the worker seldom if 
ever comes in contact with the machinery; there 
is no chance of catching fingers or hands in mov- 
ing parts. Manual handling of heavy stock in the 
loading and unloading of machines and in the 
transfer of stock within the plant is also elimi- 
nated, so that there is no danger of physical strain 
or injuries such as crushed feet. The Ford Motor 
Company’s experience indicates an 85.5% reduc- 
tion in the number of hernias at operations where 
automatic equipment has been installed.® 
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Automation, while not eliminating the need for 


decisions by human beings, replaces some of 
man’s sensory apparatus in connection with the 
operating function of the machine and thus re- 
lieves the chance of error in human perception, 
which is too often affected by such factors as 
mental and physical fatigue. Man no 
longer needs to pace himself to the rhythm of the 
machine—a rhythm which may be an unnatural 
one and result in tension and possible accidents. 
He does not even need to strain to catch faulty 
production. For example, in the textile industry’s 
weaving operation, safety devices on automatic 
looms disconnect the machine at the least acci- 
dent. These and other similar automatic con- 
trollers in other industries protect both the op- 
erator and the plant. 

Modern production has already reached a stage 
where many operations are beyond man’s ability 
to handle, either because of physical factors or 
health hazards inherent in the process or ma- 
terial used. If the demands of a constantly rising 
standard of living are to be met, we must con- 
tinue to increase productivity. Automation is the 
answer to that need. It has been predicted that 
the population in 1975 will be 220 million but 
that there will not be a proportionate increase in 
the active labor force because of changing statis- 
tics in age groups. There are some 65 million per- 
sons in the labor force today—people 14 years of 
age and over—who are willing and able to work. 
To hold the same ratio of 41%, the labor force 
would have to have 90 million workers in 1976 
even to maintain the present standard of living, 
whereas it is expected to fall far short of that 
number, perhaps by as much as 10 or 12 million.!° 
Perhaps automation will prove to be the saving 
grace that makes it possible for man to enjoy 
more leisure rather than a monster that tramples 
men and the pursuit of their economic needs 
underfoot. Certainly it will not be possible to sat- 
isfy the increasing wants of a constantly growing 
population without the aid of technological ad- 
vances. One cannot imagine modern refineries or 
chemical plants or many of the steel industry’s 
operations carried on at their present-day levels 
without automatic safety controls. It is simply 
impossible for man to carry on such huge and 
dangerous projects unaided. 


stress 


New Responsibilities of the Medical Department 
V E HAVE mentioned some of the ways in which 

automation will make the plant environment 
a healthier and safer place to work. What effect 
will it have on the functions of the Medical De- 
partment? How can industrial health specialists 
anticipate the health problems that may be caused 
by automation in industry? 

Certainly even less staff time will be required 
for the treatment of injuries and for traumatic 
surgery, in view of the reduction in safety haz- 
ards. But the modern concept of industrial health 

prevention rather than cure—will be more im- 
portant than ever. Industrial psychiatry, health 
counseling, selective placement through evalua- 
tion of the applicant’s physical and mental con- 
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dition—all these become important responsibili- 
ties of the industrial medical program. 


The Preplacement Physical Examination 

HE KEYSTONE of a good health maintenance 

program in industry is the physical examina- 
tion, beginning with the preplacement examina- 
tion, followed up by periodic and special studies. 
The value of a preplacement examination has 
been mentioned earlier. Not only does it uncover 
physical defects which often can be corrected if 
caught in time, but also it assures that an em- 
ployee will be placed on a job commensurate with 
his physical and mental ability. It is important 
that the personnel department comply with the 
recommendations of the medical staff. Healthy 
individuals, properly placed, are more productive 
and safer employees. Where employee and job 
are ill matched, the work will not be a source of 
satisfaction and will create tension and stress in 
the employee. The preplacement examination is 
also important for record purposes as well in 
establishing the degree of injury or disease pres- 
ent at the time of employment, since 42 states 
have ‘second injury” laws or funds which make 
the employer liable only for the newly acquired 
damage and not for the total disability. 

Anatomical or physiological requirements for 
work in automated industries can be revised. Cer- 
tainly physical strength will play a lesser role in 
the production scheme, making possible the em- 
ployment of many handicapped or aging workers. 
It is important that this group be provided for in 
our economic structure. Merely supplying funds, 
too often inadequate, for their sustenance is not 
enough. The increasing number of the aged popu- 
lation, particularly, is growing into a major eco- 
nomic and social problem. 


The Periodic Examination Pinpoints New Problems 
[? IS THE relationship of work to the stress disor- 

ders which will most concern industrial physi- 
cians henceforth. Industry has recently begun to 
pay more attention to the inroads that stress can 
have on health. Up to now industrial physicians 
have looked for the greatest symptoms of stress 
disorders among the executives. Heart trouble, 
high blood pressure, and ulcers are typical of the 
organic problems found most commonly among 
the executive group. With automation the num- 
ber of skilled and professional workers will great- 
ly increase. The periodic physical examination in 
these early days of increasing automation can 
provide industrial physicians with valuable in- 
formation as to the degree of occupational stress 
automation is having on its workers. This type of 
examination is an excellent tool for keeping 
abreast of changing industrial health problems 
and makes possible the further extension of pre- 
ventive medicine. 

The worker will be relieved of the dirty, back- 
breaking jobs, the unpleasant working condi- 
tions; he will be taken away from the repetitive, 
monotonous, highly specialized tasks such as 
those found on the assembly line. He must, on the 
other hand, be prepared to fill the requirement for 
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upgrading to semi-technical jobs, such as main- 
tenance and repair of the machinery, engineering, 
machine design, and supervisory posts. The 
challenge may prove a strain, although for many 
employees retraining will solve the problem. 
Most large companies conduct training pro- 
grams as a regular practice and no doubt will 
continue to absorb shifts in employment through 
this channel. The industrial physician must care- 
fully weigh the stresses of the job against the 
capacity of the individual. Periodic examination 
is the best means for keeping the two in balance 
and avoiding a breakdown in the worker’s health. 


More Psychosomatic Disorders a Possibility 
HETHER automation will increase the num- 
ber of psychosomatic disorders remains to be 

seen. It has been estimated that 20% of all em- 
ployees in peacetime are borderline emotional 
cases, unable to bear efficiently the stresses of 
industrial work.!! At least half of the people who 
visit the industrial Medical Department are not 
actually ill but are reacting to a combination of 
physical, mental, and emotional factors. New re- 
sponsibility on the job, poor supervision, factory 
fatigue, poor job placement, adverse working con- 
ditions, insecurity, personal anxieties, home and 
family problems—all exert stress and strain on 
the worker and show up in his mental and physi- 
cal health picture. 

Certainly a good industrial medical program 
can do much to reduce psychosomatic illnesses by 
recognizing and controlling occupational factors 
and by counseling the employee on both occupa- 
tion and personal problems which affect his 
health. One company which is giving serious at- 
tention to nervous disorders which rob a worker 
of operating efficiency on the job is the Socony 
Mobil Oil Company. Dr. G. M. Saunders, head of 
the Medical Department, and also Chairman of 
the American Petroleum Institute’s Medical Ad- 
visory Committee, says that much can be done to 
lessen the effects of illness. The key to the pro- 
gram, he says, is the periodic examination and 
counseling by a physician, confidential and usu- 
ally non-compulsory.!* 

The industrial physician can often get to the 
roots of an employee’s health problem by talk- 
ing with him. Where emotional stress is a fac- 
tor, merely discussing the situation may relieve 
the stress. Pent-up emotions and psychic tension 
can lead to very real physical disorders, such as 
stomach ulcers and high blood pressure. Dr. 
Christopher Leggo has said that probably no one 
is of such stout emotional material that he could 
escape becoming acutely emotionally disturbed by 
a combination of trials or misfortunes. He defines 
the state in which any of us can find ourselves 
when we are confronted with greater stress than 
we are temporarily able to handle as a “situation- 
al neurosis.” Since the industrial physician has 
at his command the knowledge of an individual’s 
past work history and past behavior patterns, Dr. 
Leggo says, he is in an excellent position to recog- 
nize the symptoms as psychosomatic and to help 
the employee over the rough spot.!* 
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Health Counseling and Education 

Y MAKING available to employees health educa- 

tional advice and materials on such subjects 

as home safety, nutrition, and sanitation, indus- 
try serves to cut down on non-occupational ill- 
nesses and injuries. With the shorter workday 
or workweek likely as automation increases, peo- 
ple will have more leisure time. How an individual 
spends this off-the-job time can affect his health 
picture. Such interest in the welfare of the in- 
dividual need not be paternalistic, and when 
handled properly in the Medical Department can 
be an instrument for good industrial relations. 
Good morale can be most effective in preventing 
frustrations and maladjustments that can lead to 
illnesses of a psychosomatic nature. 

This new emphasis on preventive and con- 
structive medicine calls for increased attention by 
our medical schools to the health problems facing 
industry. Not nearly enough attention is being 
devoted to preparing physicians, and particularly 
those planning to go into industrial medical work, 
to administer health maintenance programs. 


Human Engineering 
AUTOMATION will require that all physicians- 
those in private practice as well as those in 
industry—know much more about the tolerance 
of the human organism to the stresses of occupa- 
tion. The man-machine relationship must be 
studied carefully by both the physician and the 
design engineer in order to achieve the most 
efficient and beneficial use of human capacities 
and skills. Despite the fact that man will be re- 
quired less and less to work jointly with a ma- 
chine in the production of goods, the need for at- 
tention to the stress-strain problems of man at 
work, in planning the work facilities and the 
working environment is not eliminated. Instru- 
ment dials and other control panel components at 
which the employee in the automatized industry 


will work must be designed with the physiological 
capacities of the man in mind. Boredom and fa- 
tigue can be caused by improper eye coordination, 
and this is only one of the factors involved. 


Summary 

UTOMATION is not going to have the effect of 

an atomic bomb falling on us. On the con- 
trary, it will mean greater enjoyment of life, and 
will make possible a greater humanization of in- 
dustry. The working environment will undoubt- 
edly be a safer, healthier place, and many of the 
hazards will be completely eliminated. Any new 
medical problems which arise can be coped with 
by adhering to the principles of preventive medi- 
cine, utilizing the knowledge and techniques of 
industrial health specialists in all the profes- 
sional fields. 
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A Page trom History 


TNDOUBTEDLY some critics of American Industry will argue that management was 
U acting in self-interest because some states had started to enact workmen’s compensa- 


tion laws. Others may contend that management and owners realized that good health 
within a company is financially rewarding. Undoubtedly both factors had some influence. 
Let me quote, however, from the minutes of the Du Pont Company’s Executive Commit- 
tee for October 18, 1915. Mr. Irenee du Pont, then Chairman of the Committee and now 
Honorary Chairman of the Board of Directors, made the following recommendation: 
“It is suggested that it would be well to have the principal employees of the company 
examined by competent doctors, with the object of discovering organic troubles or dis- 
ease, where such may exist, in order that remedy may be applied thereto before the 


trouble made itself apparent without such precautionary examination. 


It would 


seem inadvisable to make such examinations compulsory as that might seem objection- 
able to a small percentage of the men. Probably if examinations were offered without 
charge to the employees the great majority would avail themselves of the opportunity, 


for it would confer a benefit on the men themselves.” 


From “Challenge for Industrial Medicine,”’ by 


EMILE F. pt 


Pont, Director, Employee Relations, E. I. 


du Pont de Nemours & Company, at the Annual Meeting of the AMERICAN ACADEMY OF OCCUPATIONAL 
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MEDICINE, Cincinnati, February 16, 1956. 
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Award to Management 


Pennsylvania Railroad Cited for Health Achievement Program 


HE AWARD for Health Achievement in Industry 

is an Award to Management. 

It is given each year by the Industrial Medical 
Association to the industry the management of 
which, in the opinion of the Committee appointed 
by the IMA, has made recent outstanding and sig- 
nificant progress in the inauguration and main- 
tenance of a medical program for its employees. 
The Committee this year selected the Pennsyl- 
vania Railroad Company as that industry. 

The Award was presented to James W. Oram, 
the Railroad’s Vice-President, Personnel, at the 
Association’s Annual Banquet at the Benjamin 
Franklin Hotel, Wednesday evening, April 25, 
1956. 
had its inception in the 


HIS NEW PROGRAM 


minds of management some time prior to 1952. 
In September of that year. Dr. Norbert J. Roberts 
was engaged to make a study of the existing 


plans and procedures, with a view toward their 
amplification and extension through the creation 
of a Medical Department which would be sepa- 
rate from any other department of the Railroad. 
In a critical examination of operations the man- 
agement had seen fit to include a reappraisal of 
the Railroad’s medical policy and facilities. Dr. 
Roberts spent a year on this, and found much that 
was good, yet gaps existed that new techniques 
and concepts would fill. Forthwith the manage- 
ment called for new planning, and Dr. 
developed the program which went into effect in 
September, 1953, with Dr. Roberts as Medical Di- 
rector. It is believed that this is the first time the 
Chief Medical Officer of a_ railroad 
given that title. 

From the beginning Dr. Roberts had the full 
support and cooperation of Mr. Walter S. Frank- 
lin, then President of the Railroad, and Mr. James 
Newell, Operating Vice-President. 


Roberts 


was ever 





Clockwise: A. M. W. Hursh, M.D., Assistant Medical Director; A. G. Cerchione, M.D., Regional Medical Officer, 
Lake Region; N. J. Fine, M.D., Regional Medical Officer, Southwestern Region; W. M. Woodward, M.D., Regional 
Medical Officer, Pittsburgh Region; Robert S. Ayerle, M.D., Regional Medical Officer, New York Region; Donald L. 
Glenn, M.D., Medical Director; David W. Bishop, M.D., Works Medical Officer, Altoona; W. J. Gerstle, M.D., Re- 
gional Medical Officer, Northern Region; G. A. Vance, M.D., Regional Medical Officer, Northwestern Region; John 
H. Bechtel, M.D., Regional Medical Officer, Buckeye Region; John M. Brewster, M.D., Regional Medical Officer, 

Philadelphia Region. 


May, 1956 





“Doctors at the Medical Center have at 
their disposal modern machines, devices, 
and facilities for use in diagnostic work. 
There are two rooms just for electrocardio- 
grams, which record a patient’s heartbeat 
in a check for heart disease. A chest x-ray 
machine discloses signs of tuberculosis or 
other lung disease. The fluoroscopes show 
evidence of gastro-intestinal, kidney, or 
other internal disorders. The laboratory is 
fully equipped for the making of blood 
counts, blood chemistries, and similar 
tests. Eyes are checked on Ortho-rater ma- 
chines, and hearing is tested in a sound- 


Medical Secretary Barbara Stratten greets patients in the proof room. 
cheerful reception room at the PRR's new Philadelphia Med- “These and other facilities are all avail- 
ical Center. One hundred employes now visit the clinic daily. ; 7 

able to the staff doctors who make the 


In September, 1955, Dr. Roberts resigned to routine preplacement examinations of new em- 
become Associate Medical Director of Standard _ ployees, the periodic physical checks of personnel 
Oil Company of New Jersey, in New York, and involved with train movements, and the ‘return 
Dr. Donald L. Glenn, present Medical Director, to work’ examinations required after any em- 


was appointed to succeed him. ployee has been out sick more than six days. The 


12924) 
ecetee 


HE PENNSYLVANIA RAILROAD serves 13 states 
and the District of Columbia, with just over 
10,000 miles of route covered by 24,283 miles of 
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Currently, the Railroad has 110,000 employees, 
of whom 26,874 are engine or train service people 
subject to annual physical examinations if over 
the age of 410 and to biennial examinations if 
under 40. 

The medical staff includes 67 full-time physi- 
cians, more than 400 part-time company sur- 


b 





geons, and 41 registered nurses. 
Officers of the Company, of whom there are 

more than 750, are urged to take annual physical 

examinations under the Medical Department’s 

program of preventive medicine. 

se . ; Examination begins as Dr. W. F. Matteucci, one of 
HE PRR HEALTH maintenance program was 10 on staff, takes blood pressure. 
well-described in The Pennsy (April, 1956), 

the Company magazine, as follows: 
“Industrial medicine has come a long way since 

that day in 1886 when Dr. Samuel W. Latta ar- 

rived at the old PRR Relief Department offices in 

Trenton with a satchel full of medicine and be- 

came the Pennsylvania Railroad’s first chief 

medical examiner. How great this advance has 

been was shown at Philadelphia when the Rail- 

road opened its new Medical Center, staffed by 

doctors and nurses, technicians, and clerks, and 

designed specifically to protect and promote the 

health of PRR employees. 
“The new Medical Center has air-conditioned 

offices, examination and treatment rooms on the 

fourth floor of 30th Street Station, Philadelphia, 

and from its ultramodern x-ray department to 

its waiting room design it is a complete indus- Chest x-rays are taken of most diagnostic patients. 

trial clinic. Dr. Joseph McKee views a film. 
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Medical Center’s services also are available 2 


to any other PRR employees who may de- 
sire a medical check-up. ‘We welcome any 
employee in the area who suspects he has 
something wrong to make an appointment 
examination,’ Dr. John M. 
Philadelphia Region Medical 
Officer, who is in charge of the Medical 
Center. ‘The employee will be told of our 
findings and, if he or she desires it, we 
will give our information to the family 
doctor with a recommendation for treat- 
ment. Of course, all our findings in diag- 
between the 


for an says 


Brewster, 


nostic cases are confidential 
doctor and the patient.’ 
“Other employees, Dr. Brewster adds, 
may be directed to the Clinic by their own 
doctors for diagnostic check-ups. The PRR Medi- 
cal Center will make these examinations, without 
charge, and the findings will be turned over to 
the employee’s family doctor. ‘I want to make it 
clear, however,’ Dr. Brewster adds, ‘that it is not 





In soundproof cubical, Technician Barbara Davidson 
tests hearing with audiometer. 


ey 
Sded 





Blood counts are made by Technician Bea Zastavny 
on microscope in the laboratory. 
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Largest item at the Medical Center is this fluoroscope and 
x-ray unit for internal examinations. Technician Edith Ricketts 
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assists as Dr. Joseph McKee prepares patient. 


our policy to give treatment in any of these cases. 
We want to work with family doctors, but not in 
competition with them. It will be up to each em- 
ployee to go to his own doctor with our findings 
and arrange for treatment.’ 

“The one exception to the treatment policy is 
in cases of on-the-job accidents and injuries. The 
Medical Center has a complete dispensary for the 
treatment of injuries, and a small operating room 
where the staff surgeon can do minor operations. 
In addition, there is a complete physiotherapy 
department where injured employees receive reha- 
bilitation treatments before returning to work.” 


HE MEDICAL CENTER at the 30th Street Phila- 

delphia Station serves 20,000 and is the first of 
five—the others being scheduled for New York, 
Chicago, Altoona, and Pittsburgh. 

Included in the over-all medical plan is a new 
industrial hygiene program under a full-time 
Industrial Hygiene Director, reporting to and 
working with the Medical Department. 

The medical staff at this Center includes: 
Donald L. Glenn, M.D., Medical Director; A. M. 
W. Hursh, M.D., Assistant Medical Director; 
James F. Morgan, Director of the Industrial Hy- 
giene Section; John M. Brewster, M.D., Regional 
Medical Officer, Philadelphia; and James D. 
Thornton, M.D., Medical Officer in Charge, Medi- 
cal Center, Philadelphia. The Medical Director 
reports to the Vice-President, Personnel. 

The following are: the Medical Policy of the 
Pennsylvania Railroad; and a Guide for Manage- 
ment in the Administration of the Medical Policy. 
These were established February 15, 1953: 


Medical Policy 


INDFUL of the fact that good health is an in- 
M calculable asset, the Pennsylvania Railroad de- 
sires to assist employees in its maintenance. It is 
intended that the Company’s role supplement rather 
than replace that of employees’ personal physicians. 

Efforts to achieve this goal are to be made in the 
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Nurse Ann Atkins tests employee's vision on an Ortho- 
rater and records the results. 
fields of Preventive, Constructive, and Curative 
Medicine. 

PREVENTIVE MEDICINE: Applicants for employment 
will be examined to determine their medical fitness 
for the duties to be assigned them, weighing justly 
any defect or disease which might constitute a haz- 
ard to themselves or to others. Working environ- 
ments will be supervised medically in an attempt to 
prevent exposure to any hazards to health. 

CONSTRUCTIVE MEDICINE: Employees will be ex- 
amined periodically, the frequency of such examina- 
tions varying with age, health, and work performed. 
In this manner a contribution will be made to the 
maintenance of their health. The early detection of a 
deviation from normal often permits its successful 
treatment. Such periodic examinations will be re- 
quired for all employees upon whose health the 
safety of others is dependent and for those exposed 
to occupational hazards. The examinations will be 
offered to other employees desiring them. Employees 
with non-occupational illnesses or injuries will be 
assisted when desired by referral, with records of 
their examinations, to outside physicians of their 
choice for treatment. Medical counsel in health main- 
tenance will be available to employees, and health 
educational information will be brought to their at- 
tention as indicated. Examinations for membership 
in Company sickness and injury benefit plans will be 
made upon request, and certification of disability 
will be given by a physician when such plans and 
the evidence require this action. Employees return- 
ing to work following absence due to illness or in- 
jury will be examined to determine fitness to resume 
their duty. Employees applying for retirement be- 
cause of disability will be examined upon request. 

CURATIVE MEDICINE: Where practical, dispensaries 
will be established to care for employees involved in 
minor accidents, and to assist in the efficient trans- 
ferral of others to outside Consultants and facilities 
if necessary. These dispensaries will also render 
minor medical services for non-disabling illnesses for 
which employees would not ordinarily visit their 
private physicians. 

GENERAL: The physician’s primary obligations will 
be to the health and safety of the employees. In- 
formation given by a patient in confidence in the 
course of professional consultation will remain con- 
fidential within professional channels unless the em- 
ployee requests its release. For the benefit of all em- 
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Rehabilitation treatments are given on exercise ma- 
chines in physiotherapy room. 


ployees, however, Management shall be entitled to 
complete information regarding industrial accidents, 
occupational diseases, or illnesses resulting from or 
constituting public health hazards. Pertinent medi- 
cal data will also be made available to Management 
in the event of claim negotiations or litigation con- 
cerning a specific injury or illness, but the extent of 
such disclosure shall be at the discretion of the Medi- 
cal Director. 


Guide for Management 


T IS THE function of the Medical Department to 
I carry out the established medical policy compe- 
tently and efficiently. 

The physician in charge of the Medical Depart- 
ment is known as the Medical Director. He is direct- 
ly responsible to the Vice-President—Personnel. One 
of his duties is to render reports at suitable intervals 
concerning the general activities of the Department. 


Preventive Medicine 

HE TREATMENT of disease is expensive, time-con- 

suming, and often unsuccessful. Wherever possi- 
ble it is the goal of modern medicine to prevent dis- 
ease and thus obviate the need for treatment and loss 
of time. 

A. CLINICAL MEASURES: 

Certain clinical measures should be utilized to pro- 
tect both individual employees and groups of em- 
ployees from illness or injury. 

1. Preplacement Examinations: 

Medical examinations should be given to all appli- 
cants for employment before assignment to duty. 
Every worker should be physically and emotionally 
able to perform his duties in such a manner that he 
is not and does not become a hazard to himself or to 
others. The examining physician, bearing in mind 
any existing disability, should recommend work 
limitations where indicated. 

2. Examination of Food Handlers: 

Food handlers, who prepare or serve employees’ 
food or food for the travelling public should be ex- 
amined for communicable diseases at the time of 
employment, and at periodic intervals thereafter. 

3. Inoculation of Employees: 

In areas where certain diseases are endemic, peri- 
odic inoculations should be carried out against these 
diseases. 
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Dispensary patient with sore eye is examined by Dr. 
John Brewster, Clinic Chief 


B. INDUSTRIAL HYGIENE MEASURES: 

These measures are directed toward recognizing 
working conditions that may affect employee health 
adversely, and correcting them. The following out- 
line describes briefly some of the techniques used. 

1. Industrial Hygiene Surveys: 

In order to locate, define, study and control health 
hazards, periodic surveys should be made by compe- 
tent personnel. These surveys should be undertaken 
to determine whether workmen are exposed to toxic 
materials, the nature and extent of the exposures, 
and the adequacy of the methods in use to control the 
hazard. This information concerning the working en- 
vironment should be, in turn, correlated with the 
medical data obtained from examinations of the ex- 
posed workers, and appropriate recommendations 
made. 

2. Special Studies: 

Whenever changes are made in methods of opera- 
tion, or materials used, special studies should be 
made in order to evaluate and control any new haz- 
ards. A highly technical study of the working en- 
vironment is often required. This may involve care- 
ful analysis of individual jobs, the exact measure- 
ment of the degree of contamination of the atmos- 
phere or equipment so as to establish levels of expo- 
sure, review of employment records and other data 
as may be indicated in specific situations. Recorded 
chemical and toxicological data should be studied. 

3. Industrial Sanitation: 

Facilities for personal hygiene such as washing or 
bathing facilities, toilet installations, adequate locker 
space for storage of clothing, etc., are necessary. The 
Medical Department should advise, recommend, and 
approve installations so as to provide optimum pro- 
tection of employees. 

4. Assistance in the Control of Hazards: 

The Medical Department should coordinate tie gen- 
eral procedures and methods devised for controlling 
all hazards which affect the health of the employee. 
Such problems include: (a) exposures to poisonous 
fumes, dusts, gases, mists and smokes which may re- 
sult in acute or chronic illness; (b) excessive noise; 
(c) improper illumination; (d) excessive heat, cold 
or humidity; (e) improper ventilation; (f) exposure 
to radioactive materials. 

C. SANITARY MEASURES. 

In the larger towns and cities sanitary control 
may be established by local regulations over which 
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Emergency case is treated in operating room by Dr. 
L. Matternes, Nurse D. Shun. 


the Company Medical Department may have no juris- 
diction. Nevertheless, it must be kept informed about 
the general sanitary measures in force and make 
necessary recommendations. 

1. Food and Food Sources: 

Recommendations should be made regarding the 
source, distribution, and handling of food supplies 
wherever this is necessary for the health and wel- 
fare of employees and the traveling public. 

2. Water: 

Recommendations should be made regarding the 
supply of a sufficient amount of safe, potable water 
for drinking, food preparations, and personal cleanli- 
ness. Dining cars and employee and travelling-public 
eating places should be inspected for cleanliness. 
Procedures for handling food and beverages should 
be studied. Ample methods and materials must be 
available for proper cleansing of drinking glasses, 
dishes, utensils, etc. 

3. Sewage and Garbage: 

Recommendations should be made on appropriate 
disposal of sewage from all sources, and of garbage, 
without creating a problem. 

4. Atmospheric Pollution: 

Recommendations should be made on the control of 
vapors, mists and dusts that would affect surround- 
ing communities. 


Constructive Medicine 
ONSTRUCTIVE MEDICINE is the art of keeping an in- 
dividual in the best of health by searching for 
signs and symptoms of incipient disease. It attempts 
to control or minimize certain forms of disease by 
understanding their mode of onset and forestalling 
their progress. 

Vigorous attack upon factors causing or influenc- 
ing the progress of disease is of vital importance. In 
order to carry out the program properly, the Medi- 
cal Department should perform the following ex- 
aminations and functions: 

A. PERIODIC HEALTH INVENTORIES: 

Examinations of this type should be done through- 
out the period of employment. They should be thor- 
ough but also flexible and individualized. The medi- 
cal history should include not only the usual inquiries 
concerning personal and familial disease, but also the 
occupational, social and neuropsychiatric informa- 
tion necessary for the practice of Constructive Medi- 
cine. In addition to a thorough clinical examination, 
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the health inventory may include: (1) blood count; 
(2) urinalysis; (3) x-ray examination of chest; (4) 
serological tests; (5) any other laboratory procedure 
indicated as a result of the history or physical ex- 
amination. 

The frequency of the periodic examination varies, 
depending upon the age, health status, and duties of 
the employee. Such examinations will be compulsory 
for employees upon whose health their own and 
others’ safety is dependent. They will be voluntary 
for all others. Many individuals, especially in the 
older age groups, will have chronic disease and re- 
quire frequent consultations. 

Occasionally consultations with specialists may 
be found necessary at the time of periodic inven- 
tories. Such consultations should be at Railroad ex- 
pense if they are essential to the Company physician 
or are necessitated by the possibility of occupational 
disease or by a question of residual effects of indus- 
trial accidents. In order that these periodic health 
audits may be performed competently, the Company 
should provide the necessary personnel, space and 
equipment. 

B. COMPLETE DIAGNOSTIC EXAMINATIONS: 

If as a result of periodic examinations, or from 
information obtained in the dispensary, from the em- 
ployee’s personal physician, or from other sources, 
it becomes apparent that additional diagnostic 
studies are desirable, these may be done in the Com- 
pany Medical Department whenever possible. 

C. SPECIAL EXAMINATIONS FOR EMPLOYEES: 

Employees who have been absent due to illness or 
injury should be examined to determine their fitness 
to resume their duties. Employees being assigned 
new duties should be examined to determine their 
fitness for them. 

It is necessary in the prevention of occupational 
disease to examine regularly employees engaged in 
work which might result in exposure to potentially 
toxic substance. Insofar as possible, such examina- 
tions should be coordinated with the periodic health 
inventories. The physician who performs these ex- 
aminations must be cognizant of the type of hazard 
that may be involved. 

D. REASSIGNMENT OF 


SONS: 


DUTIES FOR MEDICAL REA- 

Because of individual handicaps, susceptibilities, 
or diseases found at the time of the preplacement or 
periodic health examinations, it may be necessary to 
limit the type of work assigned to an individual. Rec- 
ommendations of a general nature are made on the 
basis of the findings so that reassignments may be 
arranged when possible. 


E. MEDICAL RETIREMENT (BECAUSE OF ILLNESS) : 

When it becomes apparent that ill health precludes 
a worker’s continued employment, the Medical De- 
partment may recommend retirement. 

F. MEDICAL COUNSEL AND EDUCATION IN 
MAINTENANCE: 

This phase of the medical program should offer 
medical guidance to the employee, medical training 
programs for medical personnel, and coordination of 
medical information within the Medical Department 
as well as with other departmental programs. 

1. Medical Guidance for the Employee: 

Proper medical information on the prevention of 
diseases and the correction of existing defects should 
be made available. Health education techniques 
should be used to impress the employee with the im- 
portance of early recognition of tuberculosis, cancer, 
etc. Similar methods should be used to teach the em- 
ployee how to live and work within the limits of his 
capabilities whenever he is the victim of a disease or 
defect. 

2. Graduate Study for Medical Personnel: 

Carefully selected graduate study should be pro- 
vided to promising members of the Medical Depart- 
ment whenever and wherever this is deemed advisa- 
ble for the Medical Service. 

G. COORDINATION OF MEDICAL KNOWLEDGE WITHIN 
THE COMPANY: 

The Medica! Department should cooperate and 
collaborate with other departments dealing with em- 
ployee welfare, or with matters having medical as- 
pects. 


Curative Medicine 

HIS PHASE of medical activity has to do with the 

treatment of disease and injuries. The Medical De- 
partment provides the following medical care and 
services: 

A. MEDICAL CARE IN DISPENSARY: 

The dispensary is designed for the treatment of 
minor disorders and emergency cases. These facili- 
ties should be located in close proximity to the work- 
ing area whenever possible so as to avoid unneces- 
sary delay in handling emergency problems, in- 
convenience, and loss of working time. 

B. MEDICAL SERVICE IN EVENT OF CATASTROPHE: 

A working plan for emergency Medical Service in 
the event of catastrophe such as a wreck, explosion, 
or fire should be carefully organized. Provisions 
should be made for suitable quarters and additional 
personnel necessary to cope with such emergencies. 
Emergency supplies of drugs and equipment should 
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be kept available. 
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Relaxation 
Fe MANY EXECUTIVES the problem of relaxation is less a matter of physical exertion 
than the art of switching mental energy from office problems to equally absorbing 


outside diversions. More and more business men are finding painting an outlet for 
nervous energy. Eight Manhattan executives play in their own dance band. Across 
the U.S. business men’s pastimes range from astronomy to zither playing, but they 
serve their purpose only when they consistently keep the mind away from money-making. 
3usiness men are realizing also that relaxation cannot be limited to week ends and 
vacations, but must also extend to conscious conserving of energy on the job itself. Some 
executives get away from work during working hours by lunching alone, taking brief 


strolls, reading a chapter of a book. 


—From “Executive’s Choice—Slow Down or 
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January 23, 1956, quoted in The 
Review, March, 1956 
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Maintaining Emotional Health 


MENNINGER FOUNDATION SEMINAR FOR 


HE FOLLOWING three papers were presented as 

part of the session on “Psychiatric Treatment” 
at the Menninger Foundation Seminar for In- 
dustrial Physicians. The Seminar, entitled ‘‘Main- 
taining Emotional Health,” was held March 5-9 
in Topeka, Kansas (Indust. Med. & Surg., 25:4, 
177 (April) 1956). 


Psychiatric Treatment 


Somatic Methods 


PAUL E. FELDMAN, M.D. 
Director of Research and Education 


Topeka State | lospital 


OMATIC therapies have undergone some clear 
S cut changes during the past 50 years. Prior to 
1930, various types of sedation and hydrotherapy 
were the treatment of choice. Weir Mitchell’s rest 
cure consisted of the isolation of the patient in 
a darkened room, removal of all noxious stimuli, 
nourishing diet, and complete bed rest. In Mit- 
chell’s hands this was a successful and popular 
form of therapy. Since 1930 the introduction of 
the convulsive agents caused a decrease in this 
method of treatment though it has not been com- 
pletely abandoned. Electric shock and insulin 
coma therapy were the treatments of choice un- 
til the introduction of the ataractics four years 
ago. Though the transition from convulsive shock 
to ataractic therapy is still in process, reports 
consistently emphasize that the latter therapy 
has already supplanted convulsive therapy. 

Dauerschlaft (prolonged sleep) was a popular 
torm of therapy during the first three decades of 
this century. It was used primarily for the treat- 
ment of schizophrenic disorders, but favorable re- 
sults were also reported in a number of psychiat- 
ric conditions. The technique involved primarily 
the administration of hypnotic doses of barbitur- 
ates (usually sodium amytol) and a sleeping state 
was maintained for weeks. The patients could be 
easily roused for feeding, cleansing, etc., but im- 
mediately lapsed back into sleep when stimulation 
was withdrawn. It apparently was a fairly suc- 
cessful form of therapy but had the shortcomings 
of requiring considerable nursing care, and, as one 
might suspect, there was a fairly high incidence 
of pulmonary complications. 

More recently hibernation has been used with 
some success. It is patterned after dauerschlaff, 
and the state is created by the administration of 
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a “cocktail” containing a number of drugs. This 
technique utilizes newer pharmacological prepara- 
tions and has such added refinements as darkened 
room and lowering of body temperature. One is 
reminded of a combination of dauerschlaff and 
Mitchell’s rest cure. 

Milder degrees of sedation are still being used 
effectively in the treatment of mental illness. 
Various barbiturates in sub-hypnotic doses can 
be effective in controlling milder degrees of anxie- 
ty, hyperactivity, tension, insomnia, etc. It should 
be borne in mind that patients under the influence 
of mild sedation have a lowered threshold of con- 
sciousness, increased reflex time, diminution of 
intellection and learning function. As a result 
they are less alert or competent, cannot respond 
as well to an emergency, and may manifest be- 
havior or ideation indicative of defective judg- 
ment. It is still a valuable form of treatment for 
minor mental disorders and as an adjunct to the 
treatment of more serious disorders. In properly 
predisposed individuals continuous medication 
with sedatives runs the possible risk of an habitu- 
ation. Other than for this, shortly following dis- 
continuation of medication there should be little 
if any toxic residual. 

Hydrotherapy in the treatment of mental dis- 
ease is one of our oldest known treatments. Its 
popularity appears to have been at its height just 
prior to World War II, though in many institu- 
tions where limited personnel preclude more ad- 
vanced and modern treatments it is still popular. 
In some places it is being largely supplanted by 
other procedures. At Topeka State we have sec- 
tions which do not utilize this form of therapy, at 
all. 

All forms of hydrotherapy must be adminis- 
tered by a competent hydrotherapist. The usual 
type of treatment (packs) involves the total im- 
mobilization of the body exclusive of the head. 
This is accomplished by wrapping the patient in 
layers of sheets and blankets. Packs may be 
administered as wet or dry and at body or re- 
frigerated temperatures. Individual treatments 
should be limited to two hours, and the pulse 
should be checked carefully and frequently to de- 
tect an impending cardiac collapse. This form of 
therapy is quite effective for the immediate man- 
agement of an acutely disturbed patient, and usu- 
ally has a definitely calming effect. There are 
few residuals following treatment other than for 
a moderate degree of malaise and lethargy. 

Continuous tub-treatment also seems to be dis- 
appearing from the American scene. It is a form 
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of treatment in which the patient is placed in an 
over sized bath tub with the body supported by a 
sling or hammock and the torso restrained with- 
in the tub by a covering camisole. The body then 
becomes immersed in circulating water at body 
temperature or at some degree of tepidity. Fre- 
quent or prolonged immersion requires the pro- 
tection of the skin from maceration—usually by 
olive oil or one of the silicone products. This form 
of therapy has indications similar to those for a 
pack and has the advantage that the patient may 
be maintained in it for indefinite periods. It is ac- 
companied by no residuals other than weakness 
and malaise immediately following treatment. 

Stimulating showers were popular during the 
1920’s but are used infrequently at this time. 
They consisted of the forceful application of 
water at varying temperatures to part or parts 
of the body. Examples are the “needle shower” 
and the “scotch douche.”’ They were a useful form 
of therapy for the retarded or depressed patients 
and were not accompanied by any residuals. 

About 1934, Meduna introduced the use of 
Metrazol in the treatment of mental illness. It 
consisted of the intravenous and rapid injection 
of 3-10 cc. of a 10% acqueous solution of Metrazol 
with the development of a grand mal convulsion 
in from 10 to 60 seconds following injection. The 
grand mal is almost invariably preceded by a 
terrifying aura which results in a reluctant and 
uncooperative patient after the first few treat- 
ments. The seizure is usually followed by a short 
sleep following which the patient may be 
fused, ataxic and excited for varying periods. 

Metrazol therapy was used primarily for 
schizophrenic and manic-depressive patients 
though it has been tried in all forms of mental 
illness with equivocal results. It has been largely 
replaced by electro-convulsive treatment but is 
still utilized by some psychiatrists, especially if 
they feel that the patient has great need for pun- 
ishment. Repeated treatments result in a residual 
“organic reaction” characterized by dulling of 
consciousness, memory defects, diminished intel- 
lection and judgment, and this syndrome clears 
gradually in three to four weeks following cessa- 
tion of treatment. 

Following Cerletti’s demonstration that 
tric currents could produce convulsions in humans 
without permanent ill effect, the present ECT 
supplanted Metrazol as the method of choice for 
convulsive therapy. It consists in the application 
of 200-400 miliamps via flat electrodes to the bi- 
temporal area for a fraction of a second. The 
grand mal reaction is instantaneous and is not 
preceded by an aura as was seen with Metrazol. In- 
sufficient current usually results in a petit mal 
reaction which is undesirable. The post-convulsive 
sequence of events was quite similar to that with 
Metrazol with the unique difference that the ECT 
patient had a complete amnesia for the treat- 
ment. Organic reactions similar to those with 
Metrazol were seen and more frequently. Many 
patients are receiving this form of therapy on an 
ambulatory basis, though others feel that this 
should strictly be a hospital procedure. 


con- 
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Up to 10% morbidity has been reported with 
both Metrazol and ECT, but the skillful use of a 
Glisando will minimize this with the latter treat- 
ment. The usual complications are fractures of 
long bones, compression of vertebral discs, rup- 
ture of tendons and muscles. Deaths have been 
reported but are relatively rare. The question of 
restraint and support during treatment is usual- 
ly handled on an individual basis. Some advocate 
extreme restraint and others just the opposite. 
Most men who utilize this form of treatment com- 
promise between these two extremes advocating 
restraint when body excursions become too ex- 
aggerated. 

Immediate residuals seem to clear in about 20 
to 30 minutes. Those who utilize this form of 
treatment on an outpatient basis usually allow the 
patient to leave in about 15 to 30 minutes after 
they awaken. A course of treatment usually con- 
sists of 10 to 20 convulsions administered on al- 
ternate days. Some men advocate daily treatments 
and others advocate treatments a day, 
depending upon the mental state of the patient. It 
appears to be a particularly effective treatment 
for depressions and involutional melancholia. 

Sakel introduced the insulin coma treatments 
at about the same time that Meduna introduced 
Metrazol. The course of treatment consists in 
the production of 20 to 60 comas, by the injection 
of gradually increasing amounts of insulin. Comas 
are terminated by the administration of glucose, 
intravenously or by stomach tube. The time in 
maximum coma varies from 15 minutes to an 
hour, some advocating various lengths of coma. 
It is still, today, the treatment of choice for vari- 
ous types of schizophrenics, but is without ques- 
tion the most hazardous of our shock treatments. 
Complications vary from delayed coma to irre- 
versible coma, pulmonary edema, spontaneous 
atelectasis, and cardiac collapse. Residuals are 
relatively few but organic reactions are some- 
times seen. Immediately following termination of 
coma many of these patients pass through a peri- 
od of lucidity which is extremely valuable for 
psychotherapeutic purposes. 

Photoshock is a relatively new form of convul- 
sive therapy which has not attained wide usage. 
The treatment consists of the production of 
grand or petit mal seizures by subjecting the pa- 
tient to a flickering light, with or without pre- 
medication by some type of drug which lowers the 
convulsive threshold. This form of therapy is 
still too new to conclude as to whether it is a 
superior form of convulsive therapy. It is a use- 
ful diagnostic agent for convulsive disorders and 
will frequently evoke pathological electro-enceph- 
alographic waves if they are dormant. No 
residuals have been reported with this form of 
treatment, other than the usual  post-tictal 
phenomena. 


several 


HARMACOTHERAPY has received nation-wide at- 
tention during the past three to four years, but 
this form of therapy is as old as medicine itself. 
Shortly after the introduction of Metrazol thera- 
py, a number of workers reported good results 
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in the treatment of a wide variety of mental dis- 
orders by the injection of up to eight to 10 mg. 
of histamine; a usual course of treatment con- 
sisting of 10 to 20 such injections on alternate 
days. Following the injection of histamine, there 
occurs profound flushing and hypotension which 
persists for 10 to 15 minutes. The value of this 
drug in the treatment of mental disorders is ques- 
tionable and research is being continued. 

Amphetamines have become popular in the 
treatment of mild depressions, and neurotic and 
asthenic states. Their value is also undetermined. 
Caution is advised because of the possibility of 
addiction and cardiac damage. Immediate resid- 
uals increased alertness, increased 
tension, and a sense of well-being. 

Nicotinic acid is now being widely used in a 
number of mental disorders, but success appears 
to be limited to the various geriatric states. It is 
occasionally administered in conjunction with 
oral Metrazol. Its advocates claim that it im- 
proves cerebral circulation and oxygenation. Sta- 
tistics are suggestive that this form of therapy 
may be of benefit in the mental disorders asso- 
ciated with senile and arteriosclerotic changes in 
the brain. Improvements in memory, orientation, 
personal hygiene, and interest in the environment 
have been reported. There are no residuals; it 
appears to be non-toxic. 

Mephanesin has been advocated for the treat- 
ment of various mental states for the past eight 
to 10 years. Most of the claims have been largely 
discounted. It may still be of some value for the 
relief of muscular tension provided adequate 
doses are used. There are no residuals. 

The “tranquilizers” or ataractic drugs have ap- 
peared upon the psychiatric scene in the past 
four years. Their impact is already felt, and 
there are strong indications that they may replace 
many former types of therapy. The most widely 
used are Reserpine and Chlorpromazine. More 
recently, ‘Pacatal,’ ‘Equanil,’ ‘Frenquel,’ and 
‘Meratran’ have been receiving our attention. If 
these drugs have any specificity it has yet to be 
determined. Most of them have the following 
characteristics in common: (1) their mode of 
operation and fate in the body is unknown; (2) 
fairly high incidence of toxic side effects; (3) 
need to individualize dosage; (4) manifest their 
effect primarily by diminishing tension, anxiety 
and hyperactivity. All of them are being tested 
on a wide variety of psychiatric disorders and at 
this early date it appears that they are most 
effective for states of increased psychomotor ex- 
citement and anxiety; relatively ineffective for 
(exception—Meratran) ; only moder- 
ately effective in eliminating or ameliorating 
hallucinations (exception—Frenquel). 

Residuals are primarily those related to un- 
toward side effects: (1) drowsiness, (2) jaundice, 
(3) parkinsonism, (4) water retention, (5) hy- 
potensive responses, (6) gastro-intestinal dis- 
orders, (7) blood changes, (8) depression, (9) 
allergic manifestations, and (10) animal ex- 
perimentation is suggestive of lowered threshold 
of consciousness and increased learning time. 
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Emotionally Il 


CLEMENT C. VICKERY, M.D. 
Resident in Psychiatry, Outpatient Department 


lopeka State Hospital 


HE APPARENT mystery surrounding the nature 

of mental illness and the mental patient con- 
tributes to a feeling of rehabilitative nihilism 
where the emotionally ill are concerned. Consider- 
able progress has been made in the past few years 
in the treatment of the mentally ill person in the 
hospital setting but little formalized thought has 
been given to rehabilitation principles after hos- 
pitalization. 

Here are a few prevalent myths, among many, 
concerning the state hospital patient. He is first 
of all thought of as being somehow not quite 
human any longer. For having allowed himself 
the error of waiting too long before seeking 
psychiatric help or for not having enough money 
to pay for private care, he is thereafter desig- 
nated a mental patient. He is whisked behind the 
hospital doors where the doctors perform their 
devious and obscure treatments. After a respect- 
able lapse of time he reappears at the gates of 
the institution apparently having passed the trial 
by ordeal or having done the proper penance for 
the “sin” of becoming emotionally ill. These are 
not uncommon myths. 

Mental illness is a disease manifested by a 
breakdown in the ability to maintain proper per- 
spectives of oneself as well as of other people. In- 
herent in this simple formulation, but difficult to 
realize, is the emotional thread, more technically 
called affect. We can love to work, hate to work, 
love to make do-it-yourself projects, or have no 
interest in once enjoyed activities. There must be 
emotional investment of some kind, and it is the 
dysfunction of these affective responses which 
underlie much of the illness of the patient. 

Treatment of the emotionally ill person has 
always been talked of in terms of procedures 
within the hospital setting or the psychiatrist’s 
office. One hears such terms as shock therapy, in- 
sulin coma therapy, drug therapy, psychotherapy, 
music therapy, and, of course, psychoanalysis. 
Someone who was interested in enumerating 
types of therapy came up with 37 different kinds. 
Most of these have to do with the hospitalized pa- 
tient, or certainly with one fairly closely super- 
vised. When mental hospitals were simply cus- 
todial institutions there was no problem. Patients 
filled the rooms, the halls, eventually the attics 
and the cellars. Rehabilitation was a term not yet 
coined for hospitals because the idea of treatment 
was quite unheard of. 

Treatment in the hospital of today has more to 
do with binding, arranging, distributing and re- 
awakening the aforementioned affective  re- 
sponses of the emotionally ill. On nearly every 
chart in the mental hospitals of Topeka there is 
an order sheet, usually set aside for the prescrib- 













ing of attitude. Every person connected with the 
patient is made aware of the affective needs of 
the patient. A sick lonely person may have pre- 
scribed “love unsolicited.” A depressed person 
will have prescribed “kind firmness.” A delusional 
angry patient may have “matter of factness, pas- 
sive friendliness, avoid physical contact” pre- 
scribed. 

These orders are not idly written. They are 
designed to enable the personnel to work with 
the affective needs of the patient. Activities are 
specifically prescribed. Old artistic talents, such 
as music, painting, wood working, to mention 
only a few, may be revived. 

At first these may be done haphazardly by the 
patient. Later, depending upon his progress, he 
may be expected to improve on his performance. 
Praise is prescribed in one case, no praise in an- 
other, insistence on even better excellence in an- 
other. An activity may be prescribed to allow an 
outlet for agression in one patient. Another may 
need a sedating type of activity. 

Work, closely associated with the play activi- 
ic as specific. For example, a patient 
used to arising at a certain hour, doing a regu- 
lated compulsive job, has been doing this because 
he feels most comfortable having this kind of 
job. In the hospital a similarly compulsive regi- 
men will be prescribed. Why not renew the usu- 
ally successful measures of meeting life’s situa- 


ties, is alse 


tions? 

Socialization maneuvers are 
At first a timid patient may go only to movies. 
Later he may be encouraged to attend dances. He 
may become part of a group, part of a ward 
government. Group interactions observed, 
evaluated and encouraged or discouraged. 

All of the activities prescribed above come un- 
der the generic label of milieu therapy. There is 
the assumption that whatever happens to the pa- 
tient throughout the 24-hour day can be made 
therapeutic. All his contacts, his activities, his 
rest, his food are arranged to benefit his reap- 
praisal of himself. 

With respect to going home, our patient of to- 
day is the victim of one more myth. He is thought 
of as not being quite wholesome any more and 
must be ignored watchfully to see that he doesn’t 
contaminate the more respectable citizenry. Re- 
habilitation is difficult unless this last myth is 
vigorously attacked. The patient is between the 
urgings of the hospital behind him to go forth, 
and the hostile society on the outside telling him 
to stay where he is. It was a breakdown in his 
relations with his fellow man that caused him to 
be hospitalized but because he was hospitalized he 
has difficulty being reaccepted. The point to make 
here is that the term rehabilitation had better be 
replaced by the term continued treatment. Treat- 
ment of the patient should not stop when he 
stands at the exit gates but should follow him in- 
to the community, and the community must be 
helped in accepting this responsibility. It is well 
known that few patients are ever sent to a hospit- 
al because they are ill. Most come because they 
have disturbed or offended someone else. 
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‘THE FIRST area of resistance the patient meets 

when he is ready to leave the hospital has to do 
with his family. They are not to be blamed as 
such because it frequently happens they have suf- 
fered because of the patient’s illness. A hypoman- 
ic patient may have run roughshod over his fami- 
ly before they decided he was sick and not just 
being mean. The wife who is physically or sexu- 
ally abused by “previously paranoidally jealous 
husband has a right to question the decision of 
the staff to send him home. 

Patients don’t get sick in a vacuum, and mem- 
bers of the family are often emotionally brittle 
themselves. Old antagonisms, fancied injustices 
and family feuds become sources of guilt for the 
members of the family who send the patient in 
and they have difficulty facing him when he re- 
turns. Before he was hospitalized, his irrationali- 
ties left a mark on the family and they expect him 
to behave similarly when he returns. Some rela- 
tives refuse to take the hospital’s word as to the 
patient’s wellness. 

Rehabilitative work for the patient then in- 
cludes treatment for the family, assuming that 
his own symptoms of irrationality have been 
treated. The patient must watch how he eats, 
what he says, and how he does things, because he 
feels he is on trial. He may feel blue and wish 
to be alone for an hour, but no, “what will the 
little woman think?” He has lost status with his 
children who take his guilt to school. A rebellious 
teenager can make a shambles of the patient’s 
emotional security. 

The best handling of the home phase of the pa- 
tient’s treatment starts when the patient is first 
hospitalized. Frequent contact by the social serv- 
ice worker and occasional sessions by the ward 
doctor help retain the interest of the patient’s 
relatives. It is not uncommon for a wife to seek 
outpatient treatment for some of her own prob- 
lems after several sessions with the worker. 


“HE COMMUNITY is the next potential source 

of conflict for the patient. As mentioned be- 
fore, most patients are hospitalized not because 
they are ill but because their symptoms may have 
become severe enough to bother someone. Where 
a law has been broken the complexion of the con- 
tinued treatment changes. Many laws are so 
written that when a patient gets well he becomes 
responsible for his previous acts, despite the fact 
that these acts may have been symptoms of the 
emotional illness. 

There are more frequent, well defined 
problems in the patient-community interaction. 
There are the pressures the patient feels from 
Mr. Jones across the street, from the grocer, 
from friends in church. The pressures come from 
a sense of self blame, shame, and, of course, a pro- 
jection of his own formerly held ideas of mental 
illness. They are mostly imaginary fears. He ex- 
pects to be viewed critically. He must always 
smile, must never show anything but courtesy 
and respect, must always hold himself in check. 
Anger is forbidden. 

Certainly there may be a stupid acquaintance 


less 


Industrial Medicine and Surgery 





who might make disparaging remarks about his 
mental competence, but this isn’t average Mr. 
Jones. Slips of the tongue do occur, but the doer 
usually feels the worse for this, not the pa- 
tient. Fortunately through the medium of mass 
communication, (T.V., popular magazines, and 
the like) mental illness is becoming a subject of 
conversation. By this process it has come to be 
thought of as an illness. The notion that mental 
disease is a state of being possessed by the devil 
has largely disappeared but not entirely. The 
suspiciousness and hostility with which quite a 
few still regard the convalescent mental patient 
suggest how strongly we fear mental illness and 
how long it has been linked to the supernatural. 


THE REHABILITATION of the patient must be con- 

sidered in terms of returning to work. This is 
a segment of the community but because of the 
role of the plant physician there are considerable 
differences. The role of the industrial physician 
differs from the general practitioner because the 
GP usually has very little to say concerning work- 
ing conditions or capacities. 

The hospitalized emotionally ill worker needs 
more attention from the plant physician than the 
average hospitalized medical or surgical case. He 
may feel friendless, and, in fact, may feel there 
has been a conspiracy to beat him out of his job. 
He may blame the doctor if the doctor made the 
original psychiatric referral. 

Maintaining contact with the patient either 
directly by visits or by letter can be quite im- 
portant. Even the sickest patient has a core of 
awareness and, though friendly overtures are ig- 
nored, they are not forgotten. The patient cannot 
and will not ask for favors when he is sickest, 
yet this is when he needs help most. 

Another function the plant doctor can perform 
is the maintenance of information channels to 
the foreman and personnel office. “Out of sight 
out of mind” is an old cliché, but in the case of 
the emotionally ill it has even more importance. 
The foreman may be quite glad to hear of the 
progress of one of his men and the personnel offi- 
cer may need an occasional forecast with which 
to plan. 

When the worker is convalescing, questions 
must be answered concerning his capacity to re- 
sume his job. The industrial physician may have 
the problem of determining just how far to go 
with management in suggesting changes of job, 
changes of foreman, changes in hours. As long 
as the patient is kept in mind, the problems of 
evaluation becomes more simple. 

A rather basic attitude for the plant physician 
to maintain is simply that the patient has been ill. 
The average physician has difficulty inquiring 
into a returning worker’s mental status. Evalu- 
ating the returning orthopedic, medical, or surgi- 
cal case is usually thought of as being straight- 
forward, but something seems different with the 
returning psychiatric case. The doctor feels awk- 
ward and hesitant. Some physicians may deny 
they are anxious, and bluster through the inter- 
view, winding up with a backslapping “there’s- 
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a-good-fellow” routine. In neither case 
doctor come to a comfortable conclusion 
the patient by some stroke of persistence has 
blurted out how he feels. A simple, honestly-put 
question as to how the patient views his ability to 
“cut the mustard” may be the most important 
thing in the world to him. Unless the returning 
patient feels his plant physician understands him 
he may not be sure he is wanted and may quit his 
job. The simplest and most direct approach is 
probably the best: ‘“‘Charlie, come on in and let’s 
talk about the job. What do you think about com- 
ing back to work? How strong do you think your 
emotions are?” 

The patient probably won’t want to dwell on his 
hospitalization experiences. If he wants to talk, 
he should be allowed to. If he doesn’t want to talk 
he may be gently reminded that the physicians 
duty to the returning worker includes making 
some evaluation of his state of mind. 

One of the most important functions a plant 
physician can perform is to become involved in 
the psychiatric follow-up. A psychiatrist may 
have urgently suggested outpatient psychothera- 
py but the patient may have just as vigorously ig- 
nored the recommendation. The plant physician 
is in a position to withhold the return-to-work 
recommendation, unless the patient complies. 
Coercion is not the best method, but not every 
returning patient has full insight into needs for 
further treatment. 

In any medical or surgical case follow-up visits 
are necessary for full evaluation. In a psychiatric 
case, the plant physician should make appoint- 
ments beyond the initial return interview for 
similar reasons. The full purpose may be ex- 
plained to the worker and a schedule of visits set 
up. The physician will in this way cement the 
relationship and find he is doing some counseling 
beyond simple evaluation. 

No matter how the industrial physician enters 
into the rehabilitation program his participation 
has a salutary effect. The most important con- 
tribution the physician makes is helping the pa- 
tient get back on the job. If the worker is evalu- 
ated and back on the job he has returned to his 
breadwinning status. He feels wanted, worth- 
while, and, we hope, confident. He resumes his 
role as man of the house, and his stature in the 
community is again stabilized. A working man is 
still the prototype of the American ideal. A large 
segment of resistance is wiped out the day he 
punches the time clock again. He is on an equal 
footing with Jones across the street, and next 
Sunday he may put a little extra in the collection 
box, just for good measure. 


PROPHYLAXIS, preventive medicine, is the goal 

of psychiatry as it is with most specialties. 
Many people never get to the hospital but may 
seek or need some form of charging their emo- 
tional batteries. The problem often lies not so 
much in the working hours but what occurs after 
hours. Interplant clubs, work groups, 20-year, 40- 
year clubs and the like tend to cement together 
the workers over and above what the union 





memberships may provide. Church groups, civic 
clubs, and sport clubs provide social interplay in 
the community. 

The plant can offer as much and may provide 
better, closer organizations. When a group of 
workers get together they also talk shop. Con- 
trary to the opinion of most wives this is a rela- 
tively healthy occurrence and it certainly creates 
a medium of emotional and intellectual exchange. 
The familiar things must be pleasant and accepta- 
ble before new experiences can be tolerated, and 
this is especially true of the emotionally handi- 
capped. The plant physician may be called on to 
organize such groups and even participate in 
them. 

It is no coincidence that many treatment 
tures in the hospital have parallels in the external 
environment. Other than the specific 
treatments such as shock treatment, insulin, and 
the ataractic drugs, most of the milieu treatment 
is not much more than that which we would call 
healthy, prophylactic community relationships. 

Treatment, rehabilitation and prophylaxis can 
be thought of collectively as a continuum, one to 
the other, being only quantitatively different. 

Treatment is a concentrate of rehabilitation, 
as rehabilitation is only a concentrate of the 
prophylactic, healthy, community interactions. 
This formulation may seem an oversimplification 
but much of the mystery of how the emotionally 
ill are treated is hopefully removed. The prin- 
ciples of rehabilitation and preventive psychiatry 
are, in turn, hopefully clarified. 
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Brief Psychotherapy Procedures for 


the Industrial Physician 


LEONARD E. HIMLER, M.D 
Ann Arbor, Michigan 


HE TRANSITION from Standard Medical Pro- 

cedures to Individualized Psychotherapy: 

It is admitted that psychotherapy in industry 

as in private practice—is still more of an art 
requiring a constant intuitive response to the 
patient than it is an exact science. The tactics 
must be flexible and subject to change at any 
point in the therapy. 

Ordinarily a patient expects the physician to 
tell him what to do, and in return for doing as 
he is told he expects the physician to cure him. In 
psychotherapy the patient must be taught to 
play a more responsible role, and the physician 
must be prepared to prescribe himself as therapy. 
In this role he functions variously as a guide, 
confidant, counselor, teacher, friend, and protec- 
tor. 

Industrial physicians sometimes drift into psy- 
chotherapeutic relationships without having 
formed any comprehensive plan which is based 
soundly on goals and objectives applicable to their 
individual setting. Work under pressure and the 


need to accomplish as much as possible in the 
limited time available may make careful applica- 
tion of even limited psychotherapy seem impos- 
sible. As a result, the physician may feel it im- 
perative to fall back on quick intuitive impres- 
sions in an attempt to give the patient prompt 
relief from at least his most pressing difficulties. 
There are few industrial physicians who would 
not derive benefit from better application of the 
techniques of brief psychotherapy to their daily 
work. 

Most employees coming to the Medical Depart- 
ment will think of themselves as suffering from 
some physical handicap, illness, or injury. At first 
they may tend to ascribe any discernible emotion- 
al disturbances to difficult external situations or 
to the behavior of others. Many will be unaware 
of the difficulties within themselves which have 
contributed to the problem. 

It follows that the physician must first meet 
the employee on his own ground, tentatively ac- 
cepting the patient’s own view of the problem. 
When an adequate survey of the physical factors 
has revealed no for the patient’s com- 
plaints, it becomes necessary as a first step to ex- 
plain how feelings and emotions may give rise to 
disturbances of bodily function. 

When the emplovee blames external environ- 
mental conditions, it is necessary to explore with 
him both how this external problem has arisen 
and what possibilities there are of finding a satis- 
factory solution for it. Here the physician ob- 
serves how realistically the patient is able to dis- 
cuss his problem, whether he is able to face is- 
sues squarely or projects the blame elsewhere, 
and how far he may be torn between alternatives 
that are quite incompatible with each other. 

Some patients provide a remarkably clear 
picture of the psychogenesis of their difficulties. 
Others, in spite of a quite rational account of the 
external events, seem incapable nevertheless of 
grasping the emotional importance of the occur- 
rences and situations they describe. Here the phy- 
sician must listen with ears sensitized to any 
hints of the patient’s affective attitudes toward 
the events that he is relating. 

A quick survey of the patient’s life and work 
history will furnish the physician some knowl- 
edge concerning the normal satisfactions open to 
him, along with some of the past and present 
Opportunity may present itself to 
relate some of the problems and symptoms oc- 
curring on the job to similar experiences occur- 
ring in the home or in the patient’s adjustment 
elsewhere. By watching for hints of emotional re- 
actions under various circumstances, it will be 
possible to piece together a fairly good impres- 
sion of what constitutes the individual’s most 
disturbing problem. The physician should try to 
sense the dominant trend and trace the disturbed 
affect back to its earlier sources. 

The plan of therapy involves moving from a 
tentative acceptance of the patient’s own view of 
his problem, to a gradually widening exploration 
of related emotional experiences. The key revela- 
tions which tend to work themselves to the sur- 
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face in the discussion form the basis of the 
unique shared relationship which constitutes the 
core of the therapy. Improved insight and self- 
understanding, with release from fear and other 
hampering emotions, lead to resetting of goals 
more in harmony with the patient’s real situation. 


N APPROACH to the Treatment of Psychoneu- 

rotic Reactions in Industry: 

As in private practice, half of the work of in- 
dustrial physicians is concerned with emotional- 
ly upset individuals and those with some degree 
of neurosis. Neurosis occurs as a failure of the 
ego to perform its daily functions of securing 
adequate gratification of basic needs for security, 
social relationships, and love under the existing 
external conditions. Neurotic tendencies lie latent 
in every person. When the individual is exposed 
to difficulties beyond his powers of adaptation, 
these latent tendencies may result in an acute 
neurotic state. 

When an acute neurotic disturbance develops 
under the pressure of unusually difficult external 
conditions, the ego’s functional capacity is only 
temporarily impaired. In such cases the thera- 
peutic task consists in first reducing the intensity 
of acute anxiety or other incapacitating emotions. 
As the patient’s confidence in himself is restored 
he will be able to face the situation and make a 
more effective adjustment to it. If such acute re- 
actions are not properly treated they are likely to 
become chronic. 

The industrial physician frequently sees in- 
dividuals who have developed hostile attitudes 
and impulses under the impact of unsolved prob- 
lems and a mounting sense of frustration. If the 
central problem can be solved or ameliorated, 
frustration will subside and the resultant hostile 
impulses should disappear. It is often possible to 
eliminate hostile impulses by digging behind and 
uncovering the problems which gave rise to them 
without focusing attention directly upon the hos- 
tility itself. 

More than palliative treatment is not possible 
for workers who exhibit chronic neurotic reac- 
tions or who have warped or weak ego structure, 
whether constitutional or acquired. In such cases 
supportive therapy can best meet the patient’s 
need for assistance by actual guidance of his 
daily routine of activities. ‘“Inferiority feelings 
are not traced back to their origin but are com- 
bated with reassurance; guilt feelings are not 
explained but are assuaged by permissive at- 
titudes; anxiety is relieved by the physician as- 
suming a protective role. Permanent change in 
personality structure is not expected. The effec- 
tiveness of such purely supportive treatment is 
often limited, and repeated contacts ever a long 
period may be required.””! 

Disturbed experiences in interpersonal rela- 
tionships as a cause of emotional disorder, acute 
or chronic, make up a large part of the daily prac- 
tice of industrial medicine. A majority of such 
neurotic conditions may be viewed as failures of 
adjustment by individuals to social living. 

The conflict between help-seeking dependence 
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and self-assertive rivalry finds expression in such 
disorders as peptic ulcer and hypertension. Pa- 


tients in the former group defend themselves 
against their immoderate need to be loved by an 
exaggerated display of efficiency and accomplish- 
ment; and the latter are caught between their 
hostile competitive tendencies and their passive 
dependent wishes. 

The aggressive protest of an alcoholic against 
his dependent cravings may take such disturbing 
forms that he may be rejected as beyond the phy- 
sician’s sphere of responsibilities. “If the physi- 
cian overcomes this irritation and feeling of hope- 
lessness, and looks for the rationale behind the dis- 
turbing behavior, he will discover that this ag- 
gressive protest is only an excessive—(but at the 
same time, a futile)——manifestation of the very 
incentive that must be utilized in helping him 
learn to play a more independent role. At first 
the alcoholic is so ashamed of his intense de- 
pendent cravings that he must use all his aggres- 
sive energy in attempts to deny them. If some 
of these dependent needs can be satisfied in the 
transference relationship that is established, the 
intensity of the dependent cravings may be 
diminished, and shame will be replaced by in- 
sight into the universality of the need for de- 
pendent gratification.’”! 

Industrial physicians are aware that emotional- 
ly disturbed persons, whether recognized as such 
or not, exert a tremendous influence on others, 
not only in the home as fathers and mothers, but 
also as fellow-workers, foremen, executives, and 
union leaders. 

Psychoanalytic principles and techniques can 
be applied to the treatment of persons suffering 
from the various types and degrees of emotional 
disturbance encountered in industrial medical 
practice. The plan of treatment must be based 
on a dynamic-diagnostic appraisal of the em- 
ployee’s personality and the actual problems he 
has to solve in his life situation, both at home and 
at work. 


RINCIPLES and Techniques of Brief Psycho- 

therapy: 

“Brief psychotherapy is treatment consisting 
of one, two, or three interviews. Its efficacy de- 
pends upon (1) the physician’s ability to see at 
once the precipitating difficulty in relation to the 
patient’s total personality; (2) the capacity of 
the patient’s ego for insight and his ability to use 
this insight to make changes in his life, and (3) 
the ready confidence of the patient in the physi- 
cian whose role fitted the particular case.”! 

Psychoanalysts have found that therapeutic re- 
sults can be achieved without the patient’s re- 
calling all important details of his past history. 
It should be remembered that the neurotic em- 
ployee is suffering not so much from his memo- 
ries as from his incapacity to deal with his actual 
problems of the moment. The past memories have 
merely prepared the way for the present diffi- 
culties. 

Simple “confession” by the patient of matters 
about which he previously had been unable to 
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memberships may provide. Church groups, civic 
clubs, and sport clubs provide social interplay in 
the community. 

The plant can offer as much and may provide 
better, closer organizations. When a group of 
workers get together they also talk shop. Con- 
trary to the opinion of most wives this is a rela- 
tively healthy occurrence and it certainly creates 
a medium of emotional and intellectual exchange. 
The familiar things must be pleasant and accepta- 
ble before new experiences can be tolerated, and 
this is especially true of the emotionally handi- 
capped. The plant physician may be called on to 
organize groups and even participate in 
them. 

It is no coincidence that many treatment fea- 
tures in the hospital have parallels in the external 
environment. Other than the so-called specific 
treatments such as shock treatment, insulin, and 
the ataractic drugs, most of the milieu treatment 
is not much more than that which we would call 
healthy, prophylactic community relationships. 

Treatment, rehabilitation and prophylaxis can 
be thought of collectively as a continuum, one to 
the other, being only quantitatively different. 

Treatment is a concentrate of rehabilitation, 
as rehabilitation is only a concentrate of the 
prophylactic, healthy, community interactions. 
This formulation may seem an oversimplification 
but much of the mystery of how the emotionally 
ill are treated is hopefully removed. The prin- 
ciples of rehabilitation and preventive psychiatry 
are, in turn, hopefully clarified. 


such 


Psychiatric Treatment 
Brief Psychotherapy Procedures for 
the Industrial Physician 


LEONARD E. HIMLER, M.D 
Ann Arbor Michigan 


HE TRANSITION from Standard Medical Pro- 
1 ooaetosons to Individualized Psychotherapy: 

It is admitted that psychotherapy in industry 
is still more of an art 


as in private practice 
requiring a constant intuitive the 
patient than it is an exact science. The tactics 
must be flexible and subject to change at any 
point in the therapy. 

Ordinarily a patient expects the physician to 
tell him what to do, and in return for doing as 
he is told he expects the physician to cure him. In 
psychotherapy the patient must be taught to 
play a more responsible role, and the physician 
must be prepared to prescribe himself as therapy. 
In this role he functions variously as a guide, 
confidant, counselor, teacher, friend, and protec- 
tor. 

Industrial physicians sometimes drift into psy- 
chotherapeutic relationships without having 
formed any comprehensive plan which is based 
soundly on goals and objectives applicable to their 
individual setting. Work under pressure and the 


response to 


need to accomplish as much as possible in the 
limited time available may make careful applica- 
tion of even limited psychotherapy seem impos- 
sible. As a result, the physician may feel it im- 
perative to fall back on quick intuitive impres- 
sions in an attempt to give the patient prompt 
relief from at least his most pressing difficulties. 
There are few industrial physicians who would 
not derive benefit from better application of the 
techniques of brief psychotherapy to their daily 
work. 

Most employees coming to the Medical Depart- 
ment will think of themselves as suffering from 
some physical handicap, illness, or injury. At first 
they may tend to ascribe any discernible emotion- 
al disturbances to difficult external situations or 
to the behavior of others. Many will be unaware 
of the difficulties within themselves which have 
contributed to the problem. 

It follows that the physician must first meet 
the employee on his own ground, tentatively ac- 
cepting the patient’s own view of the problem. 
When an adequate survey of the physical factors 
has revealed no for the patient’s com- 
plaints, it becomes necessary as a first step to ex- 
plain how feelings and emotions may give rise to 
disturbances of bodily function. 

When the employee blames external environ- 
mental conditions, it is necessary to explore with 
him both how this external problem has arisen 
and what possibilities there are of finding a satis- 
factory solution for it. Here the physician ob- 
serves how realistically the patient is able to dis- 
cuss his problem, whether he is able to face is- 
sues squarely or projects the blame elsewhere, 
and how far he may be torn between alternatives 
that are quite incompatible with each other. 

Some patients provide a remarkably clear 
picture of the psychogenesis of their difficulties. 
Others, in spite of a quite rational account of the 
external events, seem incapable nevertheless of 
grasping the emotional importance of the occur- 
rences and situations they describe. Here the phy- 
siclan must listen with ears sensitized to any 
hints of the patient’s affective attitudes toward 
the events that he is relating. 

A quick survey of the patient’s life and work 
history will furnish the physician some knowl- 
edge concerning the normal satisfactions open to 
him, along with some of the past and present 
obstacles. Opportunity may present itself to 
relate some of the problems and symptoms oc- 
curring on the job to similar experiences occur- 
ring in the home or in the patient’s adjustment 
elsewhere. By watching for hints of emotional re- 
actions under various circumstances, it will be 
possible to piece together a fairly good impres- 
sion of what constitutes the individual’s most 
disturbing problem. The physician should try to 
sense the dominant trend and trace the disturbed 
affect back to its earlier sources. 

The plan of therapy involves moving from a 
tentative acceptance of the patient’s own view of 
his problem, to a gradually widening exploration 
of related emotional experiences. The key revela- 
tions which tend to work themselves to the sur- 


cause 
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face in the discussion form the basis of the 
unique shared relationship which constitutes the 
core of the therapy. Improved insight and self- 
understanding, with release from fear and other 
hampering emotions, lead to resetting of goals 
more in harmony with the patient’s real situation. 


N APPROACH to the Treatment of Psychoneu- 

rotic Reactions in Industry: 

As in private practice, half of the work of in- 
dustrial physicians is concerned with emotional- 
ly upset individuals and those with some degree 
of neurosis. Neurosis occurs as a failure of the 
ego to perform its daily functions of securing 
adequate gratification of basic needs for security, 
social relationships, and love under the existing 
external conditions. Neurotic tendencies lie latent 
in every person. When the individual is exposed 
to difficulties beyond his powers of adaptation, 
these latent tendencies may result in an acute 
neurotic state. 

When an acute neurotic disturbance develops 
under the pressure of unusually difficult external 
conditions, the ego’s functional capacity is only 
temporarily impaired. In such cases the thera- 
peutic task consists in first reducing the intensity 
of acute anxiety or other incapacitating emotions. 
As the patient’s confidence in himself is restored 
he will be able to face the situation and make a 
more effective adjustment to it. If such acute re- 
actions are not properly treated they are likely to 
become chronic. 

The industrial physician frequently sees in- 
dividuals who have developed hostile attitudes 
and impulses under the impact of unsolved prob- 
lems and a mounting sense of frustration. If the 
central problem can be solved or ameliorated, 
frustration will subside and the resultant hostile 
impulses should disappear. It is often possible to 
eliminate hostile impulses by digging behind and 
uncovering the problems which gave rise to them 
without focusing attention directly upon the hos- 
tility itself. 

More than palliative treatment is not possible 
for workers who exhibit chronic neurotic reac- 
tions or who have warped or weak ego structure, 
whether constitutional or acquired. In such cases 
supportive therapy can best meet the patient’s 
need for assistance by actual guidance of his 
daily routine of activities. ‘“Inferiority feelings 
are not traced back to their origin but are com- 
bated with reassurance; guilt feelings are not 
explained but are assuaged by permissive at- 
titudes; anxiety is relieved by the physician as- 
suming a protective role. Permanent change in 
personality structure is not expected. The effec- 
tiveness of such purely supportive treatment is 
often limited, and repeated contacts ever a long 
period may be required.”! 

Disturbed experiences in interpersonal rela- 
tionships as a cause of emotional disorder, acute 
or chronic, make up a large part of the daily prac- 
tice of industrial medicine. A majority of such 
neurotic conditions may be viewed as failures of 
adjustment by individuals to social living. 

The conflict between help-seeking dependence 
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and self-assertive rivalry finds expression in such 
disorders as peptic ulcer and hypertension. Pa- 
tients in the former group defend themselves 
against their immoderate need to be loved by an 
exaggerated display of efficiency and accomplish- 
ment; and the latter are caught between their 
hostile competitive tendencies and their passive 
dependent wishes. 

The aggressive protest of an alcoholic against 
his dependent cravings may take such disturbing 
forms that he may be rejected as beyond the phy- 
sician’s sphere of responsibilities. “If the physi- 
cian overcomes this irritation and feeling of hope- 
lessness, and looks for the rationale behind the dis- 
turbing behavior, he will discover that this ag- 
gressive protest is only an excessive—(but at the 
same time, a futile)——manifestation of the very 
incentive that must be utilized in helping him 
learn to play a more independent role. At first 
the alcoholic is so ashamed of his intense de- 
pendent cravings that he must use all his aggres- 
sive energy in attempts to deny them. If some 
of these dependent needs can be satisfied in the 
transference relationship that is established, the 
intensity of the dependent cravings may be 
diminished, and shame will be replaced by in- 
sight into the universality of the need for de- 
pendent gratification.” 

Industrial physicians are aware that emotional- 
ly disturbed persons, whether recognized as such 
or not, exert a tremendous influence on others, 
not only in the home as fathers and mothers, but 
also as fellow-workers, foremen, executives, and 
union leaders. 

Psychoanalytic principles and techniques can 
be applied to the treatment of persons suffering 
from the various types and degrees of emotional 
disturbance encountered in industrial medical 
practice. The plan of treatment must be based 
on a dynamic-diagnostic appraisal of the em- 
ployee’s personality and the actual problems he 
has to solve in his life situation, both at home and 
at work. 


RINCIPLES and Techniques of Brief Psycho- 

therapy: 

“Brief psychotherapy is treatment consisting 
of one, two, or three interviews. Its efficacy de- 
pends upon (1) the physician’s ability to see at 
once the precipitating difficulty in relation to the 
patient’s total personality; (2) the capacity of 
the patient’s ego for insight and his ability to use 
this insight to make changes in his life, and (3) 
the ready confidence of the patient in the physi- 
cian whose role fitted the particular case.”! 

Psychoanalysts have found that therapeutic re- 
sults can be achieved without the patient’s re- 
calling all important details of his past history. 
It should be remembered that the neurotic em- 
ployee is suffering not so much from his memo- 
ries as from his incapacity to deal with his actual 
problems of the moment. The past memories have 
merely prepared the way for the present diffi- 
culties. 

Simple “confession” by the patient of matters 
about which he previously had been unable to 
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speak to anyone is found in practically every 
therapy. Through his confidence in the physi- 
cian's objective, non-condemning attitude, the pa- 
tient becomes able to confess disconcerting per- 
sonal matters, and often gains immediate symp- 
tomatic relief. The therapeutic effect of confes- 
sion does not depend on giving the patient insight 
into his deeper motives. The emotional reassur- 
ance and satisfaction which the patient derives 
from this relationship with the physician may 
lead to a disappearance of his symptoms. 

In such therapy the physician uses his op- 
portunity to help the patient see intellectually and 
at the same time feel the irrationality of his 
emotional reactions and thus make a new settle- 
ment of the old problem. Because the physician’s 
attitude is different from that of the authorita- 
tive person or persons of the past, he gives the 
patient an opportunity to face again and again, 
under more favorable circumstances, those emo- 
tional situations which were formerly unbear- 
able, and to deal with them in a manner different 
from the previous response. 

Freud defined “transference” as the reaction 
to the therapist as though he were not himself 
but some person in the patient’s past, 1.e., some 
person who has at some previous time played an 
important role in the patient’s life. In a wider 
sense the term refers to irrational repetition of 
stereotyped reaction patterns which have hot been 
adjusted to conform to the present situation. In 
the so-called “transference relationship” the phy- 
sician is representative of a figure of importance 
from out of the patient’s past. 

It is obviously impractical in the industrial 
setting to employ free association to bring about 
a repetition of the whole childhood situation with 
all its conflicts. The physician must rather con- 
centrate interest on that phase of the transfer- 
ence situation around which the central conflict 
gathers. The physician uses the positive attitudes 
of the employee toward him to establish rap- 
port and keep the curative process in motion. 

An employee whose disturbance is due to am- 
bivalence toward his father may displace onto 
the physician only the role of the good father, 
while his fear and hostility may be displaced onto 
his supervisor. It is not necessary for such a 
person to go through the experience of repeat- 
ing these negative feelings, this time against his 
physician, in order to overcome them. It is neces- 
sary, however, that he be aided and advised re- 
garding his animosity and that he see the rela- 
tionship to his earlier confiict. In the transfer- 
ence situation the patient is first given an op- 
portunity to see the same emotional conflict he 
had toward his father, and then to find a new, less 
neurotic solution for this conflict. 

It is a fundamental part of all psychotherapy to 
teach the patient that his neurotic reactions are 
in accord with old, outmoded patterns, and to help 
him acquire new ways of reacting that conform 
more closely to the new situation. This is the part 
of the therapy that is called “reality testing.” The 
function of therapy is thus one of facilitating a 
learning process. 


Sometimes a patient’s symptoms disappear al- 
most dramatically with only brief contacts. This 
so-called “transference cure” is the result of the 
relief the patient derives from thus unburdening 
himself of his difficulties. It may within a period 
of time make possible a better adjustment to the 
real life situation, and with continued improve- 
ment the patient no longer requires the emotion- 
al support from the physician. 

The physician must decide if his function is 
to be primarily supportive, which may or may 
not involve changing external conditions through 
transfer, leave of absence, etc., or if uncovering 
or insight therapy is indicated. Permanent change 
of the ego through insight and the emotional ex- 
perience of the transference situation involves 
prolonged and complex reactions which go beyond 
the province of the industrial physician. 

In general it is best to choose and space the in- 
terpretations in such a way as to focus the pa- 
tient’s attention upon only one problem at a time. 
When therapy consists primarily of giving emo- 
tional support, as in the industrial setting, there 
is little need of interviews more frequently than 
may be necessary to maintain this sense of re- 
assurance and encouragement. In well-conducted 
therapy as much cr more happens in the inter- 
vals between interviews as in the interviews 
themselves. 

In brief psychotherapy the patient’s attention 
should be focused upon his real present problem 
and should be turned to disturbing events in the 
past only for the purpose of throwing light upon 
the motives of irrational reactions in the present. 
Therapeutic change is based on the increased 
capacity of the ego to deal with the emotional 
constellations which were unbearable in the past. 
Patients gain the ability to face their intoler- 
able insecurity only because of their great confi- 
dence in the physician. The therapeutic result is 
a process of emotional re-education in which old 
unsettled conflicts are re-experienced in a new, 
permissive setting, and with a new, constructive 
ending. By repetition, these corrected reactions 
gradually become automatic. 


IDS IN CONDUCTING a Dynamic-Diagnostic Ap- 
praisal: 


The accumulated historical data, examinations, 
and dispensary notes usually constitute a satis- 


factory groundwork for brief psychotherapy 
when this is required in the industrial setting. 
It would be extremely useful if medical examiners 
also incorporated descriptions of personality fac- 
tors as these arise in their routine contacts with 
employees. The need for attention to emotional 
disturbances, in any event, should be determined 
by positive evidence of their presence, not merely 
by the absence of organic findings. 

Some physicians have difficulty in the manage- 
ment of the transition phase when it becomes 
necessary to shift emphasis from physical factors 
to the asociated emotional aspects of the patient’s 
disorder. This phase is best handled by explain- 
ing simply that the absence of a physical disease 
does not preclude functional impairment which 
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can be just as troublesome, and that treatment 
requires exploration of possible causes in more 
detail. The patient should be given the clear im- 
pression that he shares responsibility with the 
therapist in this task. 

The following are examples of 
questions which helpful in 
opening phase of the contact: 


the 
handling 


type of 


are this 


Did anything unusual happen when the trouble 
first started? 

Just what in your opinion was the cause? 

Do you think you have been working too hard late- 
ly? 

What seems to make the trouble better (or worse) ? 

Do you have more difficulty on or off the job? 

Is this trouble tied up with anything else that is 
bothering you? 

Does worrying seem to make it worse? 

Have you been under any extra strain or tension 
recently? 

Do you know of anyone else who had symptoms 
just like yours? 


The intrapersonal conflicts which may have 
been revealed by the patient’s responses to these 
questions should be worked through, with the goal 
of making conscious as much understanding of 
the relationship of symptoms to stress as the 
patient can accept. The physician at the same 
time gains an impression of the depth, complexi- 
ty, and chronicity of the emotional element in 
the patient’s situation. Confirmatory evidence of 
neurotic development will be revealed in further 
answers to questions such as the following: 

Is it hard for you to relax at times? How? 

How well do you sleep? Are you rested when you 
wake up? 

Do you consider yourself “nervous?” In what way? 

Do you think you are becoming a “worry-wart?” 

Do you “blow up,” get “high-strung,” or lose your 
temper over trifles? 

Do you think you have an “inferiority complex?” 

Are you a perfectionist? 

Is it hard to keep up with all the demands made on 
you? 

What things make you blue or get you down? 

While listening to the patient’s account of his 
personal tensions, stresses, insecurities, frustra- 
tions, and anxieties, the physician will be in 
position to appraise the relationship of off-the-job 
problems to the individual’s efficiency and inter- 
personal relations on the job. 

In the discussion concerning work environment, 
the physician should note any tendency to bring 
in personalities, especially supervisors. Amplifica- 
tion of attitudes toward authority, fellow-workers, 
attendance, accidents, and other job-related prob- 
lems may be explored with inquiries of the fol- 
lowing type: 

Does your job cause any special strains? Give ex- 
amples. 

Is your supervisor putting on too much pressure? 

Are you satisfied with the way you are treated? 

Do you get appreciation for what you do? 

Is anyone picking on you? Is it a personal matter? 

Do you find it hard to take orders sometimes? 

Have you noticed if any other employees feel as 
you do? 
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Do you think the rules (attendance, safety) are too 
strict? 

Have you had trouble of this type on other jobs? 

The industrial physician of necessity is forced 
to restrict attention to the patient’s home prob- 
lems to those which show some direct relationship 
to efficiency at work. The decision as to where to 
draw the line is by no means simple, even on a 
minimal basis. Some of the more significant 
home, family and social problems and _ personal 
habits can be revealed through questioning along 
the following lines: 


Do you have trouble getting away from home in 
the morning? 

Do you think you have a well-balanced daily rou- 
tine (work, rest, relaxation, avocation) ? 

Is it hard for you to keep on a regular schedule? 

Does your family realize what you are faced with? 

What does your wife think is the cause of your 
condition? 

Do you have any worries about anyone in your 
home? 

Do you get out enough? 

Is the smoking and drinking you do related to 
your symptoms? 

What help have you been able to get from people 
you have consulted (family doctor, minister, priest, 
relatives) ? 

The feeling of relief which comes after ventila- 
tion of his major areas of conflict may make the 
patient more amenable to suggestion. The physi- 
cian should utilize this opportunity to point out 
what the patient can do for himself. The type 
of questioning which enlists the patient’s par- 
ticipation and encourages him to proceed toward 
attainable goals is illustrated as follows: 


Does this clear things up better for you? 

What do you see ahead that you can do for your- 
self? 

Would you like me to talk this over with your 
supervisor? 

Is there anything more you think the company, 
Medical Department, or supervisor should do about 
this matter? 

Should your own physician be consulted? 

Do you think we need to call in a nerve special- 
ist? 

Has it helped you to talk the whole thing over? 

Tell me what you are going to do about this mat- 
ter now. 

Will you let me know in a few days (weeks) how 
things work out? 

Follow-up interviews (including those which 
the physician initiates himself) should include a 
brief review of the main features of this therapy 
which the patient has been carrying out. Rein- 
forcement of the patient’s efforts at self-help can 
be made with positive suggestions and reassur- 
ances, as follows: 

Are you satisfied with your progress? 

What else do we have to do to improve your con- 
dition? 

Have you come to any more conclusions regarding 
the cause? 

Are you sure you understand your condition bet- 
ter now? 

Have you reason to believe you can manage things 
from now on? 





Are you getting along satisfactorily with your 
supervisor now? 

Do you have your confidence back? 

What do you think should be our next step? 


Will you let me know if you need further 


help? 
Summary 
PSYCHOTHERAPY in the industrial medical set- 
ting should be planned and carried out in ac- 
cordance with sound psychodynamic principles 
The industrial physician will require skill in 
making diagnostic appraisals focused primarily 
on presenting problems and symptoms, with min- 
past conditioning experi- 


imal investigation of 


ences and unconscious motivation. Brief psycho- 
therapy in this specialized relationship utilizes a 


variety of techniques, including non-directive 

questioning, confession, reassurance, suggestion, 

referral, and follow-up contacts, all dedicated to 

the practical objective of emotional re-education 

as may be required for each individual case. 
(Mercy Hospital, 4038 Jackson Road). 
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What's W rong With You? 


M's of the medical material that comes to my desk consists of statistics on various 
diseases. Fund raising organizations obviously give the maximum figures on the 


incidence of the specific disease they are interested in. One day in a pixie mood, | 
made a partial tabulation, which came out this way (see Table). This adds up to more 
than 37 million and does not include the deaf and those handicapped by accident, polio, 

headaches, skin and 


I am skeptical of these estimates. I doubt if 


disorders, gastro-intestinal ail- 

Disorders of heart and 
circulation 

A poplexy 1,800,000 

Cancer - 700,000 

Mentally retarded 2,400,000 


Problem drinkers 3,800,000 


14,000,000 ments. 
every third or fourth person we meet on the street has 
an illness of this nature. I’m reminded of figures pro- 
duced during the height of the campaign for socialized 
medicine. Let’s say our population at that time was 


150 million. This report claimed that 150 million Ameri- 


Tuberculosi 400,000 
Arthritis = ,104,000 
Visually handicapped 1,700,000 
Cerebral palsy 500,000 
Multiple sclerosis : 250,000 
Muscular 


Parkinson's 


cans were disabled. How was this conclusion reached? 
Simply by broadening the definition of “disability.” A 
person was disabled if he could not engage in all gain- 
ful occupations. A woman with a sore finger could not 


type and was disabled, therefore, even though working as a model. A healthy 50 year 


dystrophy 200,000 


disease 250,000 


old lawyer passed his physical for insurance but was “disabled” because he could not 
dig ditches. I will buy a definition of “disability” if it refers to the occupation for 
which the trained. A general practitioner, for example, cannot practice 
medicine if he becomes allergic to penicillin and develops hives or asthma on handling 
the drug. He is “disabled” so far as his chief occupation is concerned. All this is bound 
to have book, “Freedom from Fear” 
(Hawthorne Press), ironically sums up the effect of such health propaganda cam- 
paigns: “If we were to believe all the distorted, fear-provoking statistics spoon fed to 
us through all media of communication, this is what our destiny would be like: By 1968, 
one out of five of us would be dying of cancer, while one out of 20 would be in a mental 
institution. We would be visited in the hospital or asylum by one of our children a 
victim of cerebral palsy or polio, while our second child would be ill at home with 
rheumatic fever. The third child would be forced to go to his psychoanalyst alone. Mind 
you, this could happen only if we were fortunate enough to have escaped heart disease, 
tuberculosis, arthritis, and smoking cigarettes—and if we had not previously been de- 
stroyed by Fourth of July or Memorial Day accidents. It is not an overstatement to say 
that in addition to the increased monies that have been contributed to these campaigns, 
we have paid a great price in loss of composure and in added anxiety.” 


person was 


repercussions. Dr. Lester Coleman, in his 


THEODORE R. VAN DELLEN, M.D., in his ‘“‘How to Keep Well” column in Chicago Tribune, March 4, 1956. 
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The Traumatic Abdomen 


J. FP. COGEEY, M.D. 
Council Bluffs, lowa 


‘T’HIS PRESENTATION will be confined entirely to 

non-penetrating wounds of the abdomen _ be- 
cause these injuries present more difficulty in 
diagnosis and management. They are also more 
common in civilian practice, and are more often 
associated with severe injuries in other parts of 
the body. In non-penetrating wounds there is 
more disagreement as to the necessity for op- 
erative intervention and as to the optimum time 
for surgery if it is deemed advisable. Conversely, 
penetrating wounds generally get immediate at- 
tention and often the final diagnosis is made on 
the table. 

I am omitting, as beyond the scope of this 
paper, any discussion of the various forces caus- 
ing abdominal injury and any discussion of op- 
erative procedures or technique, such as incisions, 
drainage, or anesthesia. References to war time 
cases are also omitted because of the unavailabili- 
ty of case histories, x-ray films, ete. The pur- 
pose will be an attempt to show: 

1. That any abdominal injury is serious and 
that any person with abdominal trauma, due to 
blunt force, even though first appearing slight, 
should be hospitalized, since the clinical im- 
pression differs with the stage of the injury. 

2. That since the severity of an injury can of- 
ten not be determined immediately, the surgeon 
must “live with his case,” until a definite diagno- 
sis is made and definitive therapy has been car- 
ried out. 

3. That, whenever possible, diagnostic proce- 
dures and the treatment of shock should be car- 
ried out simultaneously. 

1. That in a moderate percentage of cases, mul- 
tiple lesions are present. 

5. That pre-existing abdominal pathology, 
medical or surgical, may complicate the picture 
and increase the diagnostic difficulties. 

6. That early, a ruptured viscus may produce 

few signs and that delayed rupture and late se- 
quelae are relatively common. 
7. That delayed rupture, presents not only a 
more difficult diagnostic problem but also pre- 
sents a poorer prognosis and must be constantly 
kept in mind. 

8. That conservatism does not have a conspicu- 
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ous place in the management of these types of 
cases, and in most instances it is much better ‘“‘to 
look and see rather than to wait and see.” 


Treatment of Shock 
OF PARAMOUNT importance in every case is 
the treatment of shock, if present: 
1. Sufficient morphine should be given to re- 
lieve pain. 
2. If there is no chest or head injury, the foot 
of the bed should be elevated. 

3. Oxygen should be administered by nasal 
catheter, after an open airway is assured. 
1. Blankets should be used; but one 
avoid the detrimental effect of overheating. 
5. Administration of sodium chloride, with 
5° glucose, should be begun at once, switch- 
ing to plasma or plasma expanders, if shock is 

without hemorrhage. 

6. Whole blood should be started, as soon as 
available, if shock is due to hemorrhage. 

7. Levophed, Solu-Cortef or similar agents may 
be indicated. 

8. The Levine Tube, with suction is of particu- 
lar value for several reasons: 

(a) Diagnostic aid if blood is present in the 
stomach. 
Reduces shock if gastric dilatation is pres- 
ent. 
Therapeutic 
rupture. 
Prophylactic against adynamic ileus, gas- 
tric dilatation, and aspiration pneumonia. 
An aid in operative technique, if abdomen 
is to be opened. 


should 


(b) 


help, if a gastro-intestinal 


Diagnosis 
S PREVIOUSLY mentioned, diagnostic procedures 
and the treatment of shock, should, where 
feasible, proceed concurrently. 

Often, early diagnosis is extremely difficult, be- 
cause the clinical picture may differ with the 
stage of the injury. Arbitrarily, we are often able 
to divide these stages into (1) the original shock 
period; followed by (2) the so-called “period of 
illusion,” during which symptoms often improve, 
or even disappear. Then (3) this interval period 
may be followed by a period of aggravation. 

We repeat that, early, an injured viscus may 
produce few signs. Tenderness and rigidity are 
often absent. Vomiting is generally absent early, 
appearing only with the onset of peritonitis. 

Pain is nearly alway present, in a greater or 
lesser degree. There is, however, no relationship, 
between the severity of the pain and the serious- 


2387 





Fig. |. 


Fig. 3. 


Fig. I—Free air beneath diaphragm—defecation strain. Fig. 2—Traumatic pseudocyst of pancreas. Colon depressed 
into pelvis. Fig. 3—Retroperitoneal hematoma—ruptured kidney. 


ness of the abdominal lesion. The same may be 
said of tenderness. 

It is always to be borne in mind that thoracic 
cage injury and vertebral injury often produce 
spasm of the abdominal wall. On 
have found that intercostal nerve block has been 
helpful in a differential diagnosis in this situa- 
tion. 

One may also have the so-called “peritoneal 
shock,” due to injury of the abdominal wall, with- 
out injury of a viscus, and have abdominal pain, 
vomiting and clinical shock. Most confusing, is 
the patient who has a ruptured deep epigastric 
artery, with all of the signs and symptoms of in- 
tra-abdominal bleeding. These two are nearly in- 
distinguishable. Of even greater import, is the 
patient with a ruptured epigastric artery and as- 
sociated visceral injury. More often the wall in- 
jury produces the major group of symptoms, at 
least early. Improvement occurs, and the intra- 
abdominal injury is temporarily neglected. 

It is to be remembered that clinical shock that 
fails to respond to adequate treatment, must be 
considered hemorrhage. 


occasions we 


Diagnostic Procedures 

REPEATED and meticulous examinations of 

the abdomen, including hernial openings, 
noting tenderness, spasm, rebound, and masses. I 
like to suggest, that the testing for re- 
bound be omitted until the end of the abdominal 
survey. If one hurts the patient early in the 
examination, much voluntary rigidity results. 

2. Pulse and blood pressure every 15 minutes. 

3. Voided urine specimen if possible, other- 
wise catheterized. 

1. Rectal examination to determine (a) blood 
in lower G-I tract, (b) bulging in the cul-de-sac, 
(c) spicules of bone from pelvic fractures, and 
d) crepitation of air in pelvic connective tissue. 

5. Diodrast cystogram, if bladder is  sus- 
pected. Intravenous pyelogram, if hematuria. 

6. Cystoscopy if further doubt. 

7. Survey film of the abdomen, (a) supine 
(b) erect, and/or left lateral decubitus. 


would 


8. Peritoneal aspiration is of doubtful value 
and often dangerous. A small incision under local 
is more informative and safer. This can be en- 
larged, up, down or across. 

9. Leucocyte count is of doubtful value. 

10. Repeated red blood counts and hemoglobin 
determinations may indicate the presence of 
shock or hemorrhage. Repeated serum protein 
determinations and hematocrit readings may be 
more significant. 

If the patient is conscious and cooperative or 
if a near relative is present, it is wise to inquire 
if Cortisone or insulin is being taken. This may 
be helpful information in the future conduct of 
the case. 

What help may we expect, and what should we 
look for in “survey” or “scout” films of the ab- 
domen? I do not know why, but it has been our 
experience that two supine films, even though 
taken a few moments apart, are more instructive 
than one, perhaps due to a minor difference in 
technique. Erect films are also essential, if pos- 
sible. In lieu of this a left, lateral decubitus. An 
additional chest film is also advisable. 


Helpful Positive X-Ray Findings 

GAS beneath diaphragm if erect film, or be- 

neath liver and right lateral wall, if lateral 
decubitus. As little as 4 cc. of free air will show. 

2. Free air around the right kidney in extra- 
peritoneal duodenal rupture. 

3. In a retroperitoneal accumulation, a local- 
ized homogeneous shadow, generally pushing the 
colon mesially. 

4. A hemogeneous shadow, generally displac- 
ing the transverse colon downward, in large ac- 
cumulations in the lesser sac. 

5. Any abnormal mass or shadow. 

6. Loss of one or both psoas shadows. 

7. Spleen, liver or kidney shadows, visualized, 
normal or abnormal. 

8. Biliary or urinary stones. 

9. Fractures of pelvis, lower ribs, or verte- 
brae. 

10. Indentation on gastric wall, a gas outline, 
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Fig. 4. 


Fig. 5. 


Fig. 6. 


Fig. 4—Ruptured kidney. Extravasation of dye. Healed without surgery. Fig. 5—Traumatic diaphragmatic hernia. Fig. 
6—Retroperitoneal hemorrhage—pressure on bladder. 


or displacement of the stomach, especially in 
spleen cases. 

11. Herniation through a hiatal dehisence. 

12. Presence of an ileus. The ileus picture may 
be confusing. It may obscure pathology, other- 
wise visible. Then too, some of the most extensive 
cases of ileus are caused by rib and vertebral 
fractures, minor tears of the diaphragm, and even 
contusions of the abdominal wall. 


The Case for Conservatism 

“HERE has been a growing tendency, among 

some groups, to consider certain cases of ab- 
dominal injury, notably trauma of the liver and 
spleen, with shock controlled, as not requiring 
surgical intervention. 

In our experience, we feel much safer, in these 
borderline cases, if we explore. True, you may 
do nothing after you are in the abdomen, and true 
also that many would do well without surgery. 
The diagnosis, however, is so often in doubt, de- 
layed rupture of hollow or solid viscera is so com- 
mon, and multiple lesions are so frequent, that 
one had best “sin on the side of right.’ 

We recall several cases, doing well, up and 
about, only to have sudden pain, severe shock, 
and in two cases fatal terminations. One was a 
subcapsular spleen rupture, which had been in- 
correctly diagnosed. The man, on his way to a 
sanatorium for treatment of a left tuberculous 
infection, was in a railroad wreck, sustaining 
multiple rib fractures, principally on the left. He 
did well on a conservative regime. He was up and 
about the hospital on his fourteenth day when he 
had a severe, sudden and fatal bowel hemorrhage. 
Autopsy revealed rupture of the spleen into the 
splenic flexure of the colon. 

We also recall two children of the same age, in 
the hospital the same day, both sled accidents 
and both spleen injuries, one complicated by 
hematuria, from kidney contusion. Both had com- 
pletely controlled shock, but both had delayed 
ruptures and severe hemorrhages. Each of these 
children had normal spleen shadows on x-ray. 

We have had two cases of pseudocysts of the 
pancreas, developing 14 to 16 days post-trauma. 
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The late sequelae are also distressing. Recently 
reported are two cases of traumatic bile cysts of 
the liver, both coming to surgery weeks after the 
original! injury, and one case of submucosal hema- 
toma of the colon, operated upon, years after the 
causative trauma. 


Optimum Time For Surgery 
{VEN THOUGH our diagnosis is relatively certain 
and laporotomy is definitely indicated, the op- 
timum time for exploration is often most diffi- 
cult to determine, especially if the case is seen 
in severe shock. 

If response to shock treatment is satisfactory, 
and pulse and blood pressure remain stabilized 
for an hour or so, exploration is probably per- 
missible. 

If response to treatment is evanescent, and a 
short period of recovery is followed by a relapse, 
we must conclude that bleeding is continued and 
severe and exploration should not be delayed. 
Blood should be available in adequate quantities 
and should be running, preferably in two veins, 
when the incision is made. 

If treatment for shock has been adequate, con- 
tinued and intensive, and no response has been 
obtained and we are relatively certain that noth- 
ing, outside of the abdomen, is responsible for 
the shock, the case is probably hopeless. These 
cases are a distinct challenge to the surgeon and 
require some fortitude, but it is our opinion that 
often nothing is lost and occasionally a life may 
be salvaged by exploration. 


Multiple Lesions 
E REITERATE, one must always be watchful for 
multiple lesions. Frequently a severe fracture 


of the extremity, pelvis or spine, a crushing 
chest or head injury with unconsciousness can 
overshadow the abdominal lesion. These are of- 
ten baffling, because of the pain, spasm, and ileus. 

Even when one is inside the abdomen, he must 
be alert for multiple lesions. It is so easy to miss 
a retroperitoneal duodenal or pancreatic lesion, 
especially if it occurs with a massive hemorrhage 
of the spleen, or liver. 





Fig. 7. 
Fractured pelvis and ruptured bladder. 


Multiple lesions occurred in 28% of our cases. 
Common combinations were: 

1. Fractured ribs and ruptured spleen. 

2. Fractured ribs and torn liver. 

3. Fractured ribs and ruptured kidney. 

4. Fractured ribs, vertebrae, pelvis, and rup- 
tured bladder. 

5. Ruptured spleen and duodenal tear. 

6. Ruptured epigastric artery and ruptured 
mesenteric vessel. 

7. Ruptured spleen 
with gross hematuria. 

8. Rupture of liver and kidney contusion, with 
moderate hematuria. 

9. Fractured ribs, strangulated hiatal hernia, 
and jejunal tear. 

10. Ruptured kidney and colon laceration. 

These, I repeat, were the common combina- 
tions. Isolated instances of multiple injuries are 
too numerous to mention. I would like, however, 
to call attention to one that fortunately has oc- 
cured only twice in our experience. A severe head 
injury with unconsciousness and definite signs of 
abdominal bleeding; in both cases, traumatized 
spleens. I can think of no situation demanding a 
more astute diagnosis or a more carefully 
planned therapeutic priority. 


kidney contusion, 


and 


The Presence of Pre-existing Pathology 

WE HAVE encountered few references in the 
literature, concerning the pre-existence of 

pathological conditions in the traumatic abdomen. 

It occurred in 21% of our cases. It might be of in- 

terest to enumerate some of them. 

1. An elderly man, reducing his own inguinal 
hernia in erect position in a small washroom in a 
cafe, ruptures his own ileum. 

2. A man with an empyema of the gallbladder 
arises from bed to go to the bathroom to emese, 
falls downstairs and sustains multiple fractures, 
including vertebrae and ribs. 

3. A man, defecating with strain, ruptures a 
sigmoid diverticulitis. 
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4. A man with a left-sided tuberculosis, on 
the way to a sanitorium is in a wreck and frac- 
tures his left ribs and spleen. 

5. A man with peptic ulcer, leans over a rear 
window of a street car to restore the trolley, 
slips and hits the abdomen sharply, rupturing 
the stomach through the ulcer area. 

6. A boy with bilateral polycystic kidney, 
falls in a corn crib and fractures one kidney. 

7. A man with a poorly fitting inguinal truss, 
is bumped with a tractor and ruptures his ileum. 

8. A young man, delivering milk, slips and 
falls, striking a curb stone, rupturing a chron- 
ically enlarged leukemic spleen. 

9. A coal shoveler falls asleep on the ground 
between loads. A truck runs over his abdomen, 
fracturing ribs, herniating stomach into hiatal 
opening and rupturing jejunum. 

10. A baker, pulling a towel off of the wall, 
bumps his abdomen with his elbow and fractures 
a large spleen of acute mononucleosis. 


Liver Injuries 
STATISTICALLY, the liver is the most commonly 
injured intraperitoneal organ. In our series, 
this has not held true. The spleen was first and 
the liver second. The liver should be extremely 
vulnerable, because it is large, fixed and fragile. 
Injuries may be slight, often escaping detection, 
or severe, with a complete fracture, hemorrhage 
and death. We believe conservatism is dangerous. 
Delayed bleeding does occur and associated lesions 
are often present, both in adjacent organs and 
those occurring in the ducts. 


Spleen Injuries 

RACTICALLY everything that has been said re- 

garding liver injuries is also true of spleens. 
Delayed bleeding is perhaps more common and as- 
sociated lesions less so. Most constant signs are 
localized pain and tenderness in the upper left 
quadrant, often radiating to the shoulder, with 
occasionally a palpable mass and dullness. 


Kidney Injuries 

E FEEL considerably more conservative with 

regard to kidney injuries. Most frequently 
they are not emergencies, and only become so if 
there are excessive retroperitoneal hemorrhage, 
increasing shock, and peritoneal bulging. Many 
may be treated conservatively, and good terminal 
results are obtained. We have seen almost mirac- 
ulous healing in severely damaged kidneys, with 
non-operative therapy. 

Unless there is a definite contraindication, an 
intravenous pyelogram is most desirable to dis- 
cover the extent of kidney damage, even though a 
conservative plan is to be followed. It becomes 
mandatory to determine the presence or absence 
of a contralateral organ if surgery is contem- 
plated. 

Hollow Viscera 

HESE ARE less frequently involved in non-pene- 

trating abdominal injuries than are the solid 
viscera. When such injuries do occur, it is an ab- 
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dominal emergency. It has been wisely pointed 
out that in dealing with abdominal injuries all 
diagnostic procedures are directed toward dis- 
covering if a hollow viscus is ruptured. While 
there is considerable disagreement among. sur- 
geons as to whether emphasis should be placed on 
the radical or conservative management of ab- 
dominal injuries, all agree that rupture of a hol- 
low viscus is always an emergency. 


Stomach 
UPTURE of a normal stomach is rare. Protection 
comes from the rib arrangement and the fact 
that the stomach normally is not distended. 


Small Intestines 

F THERE IS A COMPLETE rupture, diagnosis is less 

difficult. If there is a bowel contusion, or mes- 
enteric tear, few symptoms will be apparent until 
secondary rupture occurs, seven to 10 days later. 
Frequently, there is no large scale escape of gas, 
owing to the herniation of the mucosa and con- 
traction of the bowel at the site of the injury. 


Retroperitoneal Duodenum 

’T ‘HIS RUPTURE is always serious, always difficuit 
to diagnose and also to repair. X-ray evidence 

of air about the right kidney may be helpful. Also, 

in the absence of thoracic injury, crepitation of 


air on rectal or vaginal examination is sugges- 
tive. 


Pancreas 

N THIS group of cases, we have not seen a single 

case of severe, primary pancreatic laceration. 

I have previously mentioned the case of the rup- 
tured colon, following a defecation strain. In this 
case there was air beneath the diaphragm, and 
signs of early peritonitis. I have also mentioned 
the traumatic diaphragmatic hernia. The chest 
X-ray was most helpful in this case. 

One case of rather severe intraperitoneal hem- 
orrhage was due to a rent in the mesentery. 

All of our cases of ruptured bladder were asso- 
ciated with pelvic fractures, and all repaired rel- 
atively early. 


Summary 

E HAVE almost reached the conclusion that, 

with abdominal trauma, even in the presence 
of rib and vertebral fractures often with 
severe hematuria—with tenderness, spasm and 
peritoneal rebound, regardless of a normal pulse, 
blood pressure and count, the abdomen should be 
opened and an exploration done. We feel that if 
we are to err, it is better to sin on the side of 
right. In other words, “‘it is better to look and see 
than to wait and see.” 


yes, 
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Officers and Board members of the American Association of Railway Surgeons at an executive session of the 68th 
Annual Meeting, April 10-12, 1956, at Chicago. Left to right: Ray S. Westline, M.D., Raymond B. Kepner, M.D., 
Robert M. Graham, M.D., Arthur R. Metz, M.D., members of the Executive Board; Chester C. Guy, M.D., Secretary; 
Richard Sutter, M.D., retiring President; Ernest C. Olson, M.D., Board member; F. J. Parker, Assistant Secretary- 
Treasurer; Theodore L. Hansen, M.D., Treasurer; A. M. W. Hursh, M.D., Board member, and H. A. Spilman, M.D., 

President. 
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URING the 40 years since its first meeting at Detroit in 1916, the Industrial 

Medical Association has grown from a small band of pioneers, held together 
by similar interests and the friendships thus engendered, to a solidly built 
organization of specialists, impressive in magnitude, nation-wide in importance. 
The Industrial Medical Association has become so much a part of the national 
scene that from now on it will be prominently in the public eye—charged with a 
public interest. Its place in the national economy is unique and significant—unique 
because its 3,300 members are the health guardians of the millions who make 
up the country’s employed population; significant because of the rapidly growing 
interest in its aims and purposes on the part of management, and the cooperation 
of management in their attainment. 

This is well illustrated in the Health Achievement Award, given each year 
to management in recognition of the inauguration and maintenance of a compre- 
hensive health program for employees. There were 17 companies on the list from 
which the 1955 Award winner was chosen. All were so outstanding that the 
selection of any would have been a proper choice. The task of the next Committee 
is not an easy one. Maybe there will have to be more than one Award... . 


7ACH new President of IMA assumes the responsibilities attending the office. 

With the growth and development of the Association, these—as every Past- 
President well knows—have never been inconsiderable. But now more than ever 
before each new President faces new and added responsibilities. The accelerating 
pace of modern life is already so rapid that, in a sense, he looks out upon a new 
and different world. For the Association this is a world wherein management in 
general is more conscious than ever of the place and importance of industrial medi- 
cine and all that it stands for. It is a happy augury for me, and for all of us, to 
know that however new, however demanding these responsibilities may prove, 
the Association has the capacity to meet them and take their full measure. 


gL oy, seamen 
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i . a efe- . 
Specialty Certification 


HE EPOCHAL event for this period in the life 

of industrial medicine is the attainment of 
well authenticated specialty recognition. So sig- 
nificant is this that the long and still awaited his- 
tory of the official association will be terminated 
as of the recognition date. In a just measure, that 
date may serve as the end of an era of struggle. 

For many industrial physicians a new struggle 
appears——the struggle to obtain personal recogni- 
tion as a certified diplomate within the specialty 
through prescribed examination. That examina- 
tion (none is now scheduled) as one requirement 
will be concerned with general preventive medi- 
cine. This is no extraneous and arbitrary im- 
position, since in truth occupational health is an 
essential part of preventive medicine. 

Few physicians, skilled as they may be in in- 
dustrial medicine, may expect to joust with any 
rigorous preventive medicine examination with- 
out refresher training and end up the victor. Part 
of the necessity for creating a body of founders, 
that group freed of all examination requirements, 
springs from the recognition that least of all 
could that group survive a rubric test. That group 
has been swathed in distinction from past and 
present performance in lieu of retained technical 
proficiencies in preventive medicine. 

Those of the second echelon, the ones called 
upon to undergo examination are by implication 
the flattered ones. They are accorded the trust of 
possessing capacity to emerge successfully from 
any reasonable examination. The awful truth, to 
be voiced only in whispers, is that the majority of 
that group scarcely is more proficient than the 
indulged grandfathers. 

If that which precedes is to be rated as verity, 
it serves as an arrowing finger to a necessity. 
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Through Examination 


That necessity is the planning and consummation 
of intense training endeavors. If the candidates’ 
shortcomings related to occupational health di- 
rectly, the matter would be a Herculean task. 
Since the training required is apart from occupa- 
tional health and reaching into general preventive 
medicine, the task becomes super-Herculean. 

Because no plans are in evidence, it becomes 
permissive to raise some pertinent questions: 

Should larger corporations with sizable or- 
ganized medical staffs go about their own staff 
training through appropriate courses? 

Should the American Board of Preventive 
Medicine directly or indirectly sponsor, organize, 
and coordinate training procedures? 

Might the objectives sought be accomplished 
through correspondence courses, and, if so, who 
shall undertake this correspondence institute? 

Should the several university schools of public 
health and strong departments of preventive 
medicine in medical schools be importuned to 
provide brief intensive courses? If so, who shall 
plan their content and how will such courses be- 
come known to prospective trainees? 

Believing that a variety of training facilities 
will be devised to meet the demands of candidates, 
it becomes proper to inquire what is likely to 
prove the optimum economic arrangement? 

Always seeking to avoid the distasteful ‘“cram”’ 
course, would two weeks or one month of intensive 
full-time in-residence training suffice? If not 
what is a minimal acceptable time? If so, how 
many such training loci should serve? Should 
such numerous programs be so staggered in time 
as to suit the time needs of trainees? How often 
should the most successful of these projected pro- 
grams be repeated? 





That last question is susceptible of temporiz- 
ing answer. The first round of experience will 
determine repeat performances. All the foregoing 
is but a portrait of a perplexity—a dilemma call- 
ing for planful organizational leadership. If this 
be an obligation or opportunity for the Ameri- 
can Board of Preventive Medicine, a voice should 
be heard. If this calls for action by the Directors 
of the Industrial Medical Association, that action 
is awaited but not for long. 


Industrial Medicine’s Size 


r IS NOW the fashion to style industrial medi- 
I cine as the “newest” medical specialty. This 
fashion has been in vogue for nearly 40 years. In 
1919 Mock, in his “Industrial Medicine and Sur- 
gery,” mentions a “new” medical specialty in 
these words: “To the pioneers in this new special- 
ty, however, it seemed that these industries of- 
fered a veritable human laboratory where the con- 
stant supervision of the health of thousands of 
employees would enable the development of a real 
system of preventive medicine and preventive 
surgery.” Again, later in the text, “Industrial 
medicine and surgery, the new specialty, deals 
with the human maintenance problem in indus- 
try.” Industrial medicine certainly old 
slowly, for 37 years later, in 1956, Shepard (see 
“The Practice of Medicine in an Industrial So- 
ciety,” page 201) perpetuates the newness of this 
specialty in this language: ‘The spotlight makes 
us wish to be sure our house is in order so that 
we can be justly proud of the honor of practicing 
the newest specialty in medicine.” 

Both of these authors possessed sound reason 


Zxrows 


for the language employed, so that no discrepancy 
is involved. The important consideration is how 
sturdy has industrial medicine become in the 
family of medical specialties? The contributions 
of any specialty to the totality of medicine is not 
measurable in numbers alone, but this comment is 
confined to numbers. 

Since the labor force of the land now ap- 
proximates 64,000,000 persons, most physicians 
inevitably have industrial work- 
ers among their patients or their 
practices are influenced by the 
circumstances of industry, not 
omitting such specialties as pedi- 
atrics or obstetrics. By no meth- 
od of reckoning are these physi- 
cians to be regarded as industrial 
physicians, yet in the aggregate 
they serve industry’s medical re- 
quirements to an extent greater 
than all industrial medical 
cialists. Further, the number of 
physicians who designate them- 
selves industrial physicians re- 
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Internal medicine, 
Surgery, % 

Pediatrics, % . 
Gynecology 
Neuropsychiatry, 
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and Obstetrics, % 
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Industrial (Medicine & Surgery), % 
Syphilology and dermatology, % 
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medical 


actual 
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flects little as to the 
military demands 
many physicians on the fringes of 
medicine overemphasize that status in the hope of 
escaping military duty. That subterfuge is dis- 
turbing to statistical appraisals. Leaving all such 
uncounted, there remain some 9,000 physicians 
justifying the appellation of industrial physi- 
cians. Yet the majority are not specialists. 

The current membership of the Industrial 
Medical Association approximates 3,300. The 
stringent requirements for membership identify 
these physicians as specialists, but by no means 
does IMA membership assure specialty certifica- 
tion by the American Board of Preventive Medi- 
cine. Many full-time industrial physicians are not 
members of IMA. Notwithstanding, the IMA 
roster affords the best basis for statistical presen- 
tations. Thirty-three hundred constitute only 
about 1.4% of the country’s 240,638 physicians. 

Weiskotten for many years has reported at in- 
tervals on specialization in medicine. His latest 
arrangement (JAMA, 160:15:1303 (April 14) 
1956: “Trends in Specialization”) embraces 
responses from 21,110 physicians who gradu- 
ated in medicine in years ending in 5 from 
1915 to 1945. His approach was a questionnaire 
of the “What are you doing now?” type. Dr. 
Weiskotten is the first to reveal that such tabula- 
tions are of scant value as to any one specialty. 
The outstanding contribution is in the disclosure 
of distinct trends into specialization and away 
from individualized general practice. 

From the face of it this Weiskotten 
would appear to indicate that industrial medicine 

along with public health, ophthalmology, otolo- 
gy, and urology—is headed for some sort of 
splinter eventuality. In reality there are today 
more full-time industrial physicians than ever be- 
fore. They are better trained and now provide 
medical services to more millions of industrial 
workers than at any past time. If as shown, the 
specialty of industrial medicine numerically is 
small—then, all the more room to grow whether it 
be the “‘newest” specialty or a hoary one! 


personnel, 
industrial 


of 


report 


COLLEGE GRADUATES 
BY SPECIALTY. 


MEDICAL 
SPECIALTY 


OF 21,110 
PRACTICE TO 


Distribution by Year of Graduation 


1915 1920 1925 1930 1935 1940 1945 
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*Includes a few specialists who did not specify specialty. 
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IMPORTANT RESEARCH CONTRIBUTION 


Searle Introduces: 


A Practical New Steroid 
for Protein Anabolism 





LEVAL™ nen 


Nilevar is indicated in the vast 
area of surgical, traumatic and 
disease states in which protein 
PROTEOGENIC EFFECTIVENESS + The newest Searle Research anabolism is desirable for has- 
tening recovery. The specific 
indications are: 


e 
ANT OF NORE 


(BRAND OF NORETHANDROLONE) 


development, Nilevar, exerts a potent force in protein anabo- 
lism. Yet it is without appreciable androgenic effect (approxi- 


mately one-sixteenth of that exerted by the androgens). : : 
1. Preparation for elective sur- 


Investigations with Nilevar show that nitrogen, potassium 
gery. 


and phosphorus are retained in ratios indicating protein anab- 
olism. Nilevar is thus the first steroid which is primarily ana- 2. Recovery from surgery. 


bolic and which provides a practical means of meeting the 3. Recovery from illness: pneu 
numerous demands for protein synthesis. monia, poliomyelitis and the 
’ 


mee : like. 
NILEVAR IS ORALLY EFFECTIVE + Clinical response to Nilevar 


is characterized not only by protein anabolism but also by an 4. Recovery from severe 

increase in appetite and an improved sense of well-being. trauma or burns. 

5. Nutritional care in wasting 
diseases such as carcinoma- 
tosis and tuberculosis. 


SAFETY AND PRECAUTIONS + Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic effects after 


six months of continuous administration of high dosages. 
6. Domiciliary care of decubi- 


Nilevar should not be administered to patients with prostatic 
tus ulcers. 


carcinoma. Nausea or edema may be encountered infrequently. 


an ' , 7. Care of premature infants. 
DOSAGE + The daily adu/t dose is three to five Nilevar tablets e 


(30 to 50 mg.) but up to 100 mg. may be administered. For 
children the daily dose is 1 to 1.5 mg. per kilogram of body 
weight. Individual dosages depend on need and response to 
therapy. Nilevar is available in 10 mg. tablets. G. D. Searle & 
Co., Research in the Service of Medicine. L 


*Trademark of G. D. Searle & Cx 





Consider the ADVANTAGES of AUNAGIN 


For the rational non-narcotic relief of PAIN 


You can depend upon Anacin for prompt, safe and prolonged analgesia 
without hypnotic effect. Anacin tablets afford optimal results for 
non-narcotic intervention of simple pain, an important factor whenever a 
patient is required to continue working while under treatment. Anacin 

is exceptionally well-tolerated, non-habit forming and can’t upset the 
stomach. Anacin is packed especially for industrial use—a unit of 250 
cellophane envelopes, each containing two Anacin Tablets. This 
package offers the advantages of cleanliness and convenience for 
dispensing to individuals. Won’t you consider Anacin for your patients? 


WHITEHALL PHARMACAL COMPANY, NEW YORK, N. Y. 





URO- R 
B ceric a 


the FIRST and ONLY “‘instant"’ 
ready-to-use powder that makes 
official Burow's Solution U.S.P. 
plus antiseptic* 


for SOAKS and COMPRESSES 
on inflammed or locally infected 
areas — Astringent, Anti-Pruritic, 
Antiphlogistic AND Antiseptic. 


to instantly prepare fresh, clear 
aluminum acetate solution 
with none of the aluminum lost 
in a precipitate. 


Tal oXe).¢-\-ke) am 2 


Samples? just write 
DOAK PHARMACAL CO., Inc. 
295 Madison Avenue, New York City, N.Y. 
“Fine Dermatologic Specialties 
for Over a Quarter Century” 
*One packet of powder in 1 pint of water 


makes a 1:15 Burow's Solution U.S.P. with 
Benzethonium Chloride 1:5,000, 


News, Comment, 
Opinion 


WORKER on the job must be 
both willing and able to be 
there; if one of these conditions 
is not satisfied, he will be absent. 
Lemuet C. McGer, M.D., Medical 
Director, Hercules Powder Com- 
pany, at 16th Annual Congress on 
Industrial Health, Detroit, January 


23-24, 1956. 


Not Proved 
At LYSIS of comparable random 
samples of cases 20 years 
apart in the same internist’s prac- 
tice fails to substantiate the cur- 
rent belief that emotionally en- 
gendered disorders have shown 
an alarming increase and now 
constitute more than 50% of 
medical practice. 
From “Changing Patterns of Medi- 
cal Practice,” by ALLEN S. JOHN- 
son, M.D., in New England J. Med., 
April 5, 1956; Author’s Summary. 


Text on Occupational Health 

N DECEMBER, 1954, a Panel of 

members of the ILO Corres- 
pondence Committee on Occupa- 
nal | Safety and Health adopted 
a text on “Guiding Principles for 
the Organization of Occupational 
Medical Services in Places of Em- 
ployment.” This text has been re- 
cently published by the ILO. 


Feet 

Feet CLINIC reduces absenteeism 
12% at three Buffalo plants of 
Duffy Silk Company, about 90% 
of whose 500 employees spend 
most of their working day stand- 
ing. Five years ago corns, cal- 
luses, bunions, other foot troubles 
were common employee complaint. 
Company engaged podiatrist who 
held foot clinic one day every 
second week at each plant. Com- 

pany pays entire bill. 
Industrial Relations News, March 
17, 1956. 


Motorized Health Centers 
NTERNATIONAL Ladies Garment 
Union, AFL, plans to establish 
a fleet of 12 mobile units to serve 
the health needs of some 120,000 
members in sparsely settled areas 
of the South, Midwest, and Far 
West. Patterned after a $35,000 
unit already operating in Western 
Pennsylvania, the motorized 
“health centers” will be equipped 
with x-ray facilities, dressing 
rooms, and eye-testing machines. 
Each is to be manned by a doctor, 

a nurse, and a technician. 
—R.N., March, 1956. 





WoopWARD 
y { kdical Rr sonnel Bureau 


( FORMERLY AZNOES 


3rd floo re18S N. WABASH AVE. 
CHICAGOe | 
* ANN WOODWARD © Directoy 


SITUATIONS WANTED 


Medical Director: (a) Since 1948, Medical 
dir, large indus medical facility; seeks only 
challenging oppor preferably in East; middle 
30's; immed avail 


Medical Director: (b) M.S. (Medicine); Dip! 
internal medicine; Board eligible, cardiology; 
6 years, successful priv pract, int medicine & 
instructor, cardiology; Phil area only; middle 
30's. 


Ass’t Medical Director: (c) M.S. (indus medi 
cine); A.E.C. Fellowship; 3 yrs, med officer, 
USAMC; seeks indus medicine, with or with 
out atomic installation, pref in Illinois or 
Wisc; past yr, gen’l pract in lge industrial 
center. early 30's. 


Staff Phy: (d) Graduate, Hanneman Medical 
College; past 6 yrs, successful private gen’'l 
pract; seeks indus medicine with regular 
hours, salary & security; early 30's; inter in 
indus med as career; any locality but prefers 
Pa., Va., or East 


Staff Phy: (e) MD degree, Duke; complet’g 
training in internal medicine; prefers indus 
medicine in Calif, Texas, Ohio, Pa., New 
Jersey; age 29; married, 1 child (4). 


Staff Phy: (f) MD degree, Jefferson Medical 
College; 2 years, medical ‘officer, USAMC; 3 
years, private gen’'l pract; desires indus med 
with regular hours; consider any large city 
but prefers New Jersey, Pa., New York 
seeks indus med as career. age 30 


Staff or Assistant Med Dir: (g) MD degree, 
Hahnemann Med College; 15 years, Ass’t 
medical dir, ass’t dir and, now, admin dir, 
important Liberal Arts University; seeks 
indus medicine; experience, both clinically 
& administratively should prove valuable; 
present position offers little further oppor 
for development; mature man with sound 
values; any locality but prefers Penna or 
East. late 40's. 


Staff: (h) Internal medicine & physical thera- 
py interests; 18 years, successful private gen’! 
pract; desires to specialize in one branch of 
medicine; prefers full time appointment in 
large industry; middle 40's. widower; any 
locality. 


Staff: (i) Medical Degree, Harvard; Board 
eligible internist; past 2 years, private gen’l 
practice; seeks indus medicine; excellent 
references; early 30's; draft exempt; any 
locality. immed available. 


Staff: (j) Excellent residencies, 1 year each, 
general and orthopedic surgery; since "52 in 
dustrial physician, U.S. Arsenal; prefers 
West Coast. age 32. 


Staff or Ass’t Medical Director: (k) MD de- 
gree, Univ of Maryland, Schl of Med; several 
years successful private practice; 3 years, 
plant physician, important company, major 
industry; (chemicals); while prefers med di- 
rectorship, small industry, will consider as 
sistantship, if very large company or staff 
position provided opportunity exists for ad- 
vancement in short time; excellent person- 
ality with good experience in indus medi- 
cine; early 40's; recommended. 


We offer you our best endeavors—our integri- 
ty—our 60 year record of effective placement 
achievement 


PLEASE SEND FOR AN ANALYSIS FORM 
SO WE MAY PREPARE AN INDIVIDUAL 
SURVEY FOR YOU 


STRICTLY CONFIDENTIAI 











Eight-Week Course 
POSTGRADUATE Medical School of 
New York University-Bellevue 
Medical Center has scheduled a 
full-time eight-week comprehen- 
sive course in occupational medi- 
cine for physicians from Septem- 
ber 10 through November 2, 1956. 
Among the subjects offered: or- 
ganization and administration of 
an industrial Medical Depart- 
ment; preventive and construc- 
tive medicine in industry; occupa- 
tional diseases; toxicology and in- 
dustrial hygiene for the physi- 
cian; as well as biostatistics, com- 
municable diseases control and 
epidemiology. Opportunity will be 
provided for attendance at medi- 
cal, surgical, and clinico-patho- 


logical conferences during the 
course. For further information 
and application address: Dean, 
N.Y.U. Postgraduate Medical 
School, New York 16. 


Dental Troubles 
I ENTAL TROUBLE makes 47,000 
workers absent from _ jobs 
each day, according to Dr. Bissell 
B. Palmer, President, Group 
Health Dental Insurance, first 
prepayment dental plan in the 
U.S. Although 95% of population 
have dental disease, only about 
33% receive anything like regu- 
recent survey of an 
urban employed group showed: 
Most workers have not visited 
dentist for two and a half years. 


lar care. A 


for every emergency 


SURGISET® 


skin closure sutures 


three dozen needle sutures 

in sterile pack jars—ready to use— 
includes chrome-plated rack— 

all for price of sutures alone 


yew POCKET SURGISET™ 


six tubes of needle sutures 
compact—convenient— 
ready to use 


V. .. both with 


néw reverse-cutting 


ATRALOC® Needles 


ETHICON. inc 


Percentage of those who get regu- 
lar care varies widely on income 
basis. Only 28% of those earning 
under $60 weekly visit dentist 
regularly, while over 38% earn- 
ing $6) and over do so. 
Industrial Relations News, April 14, 
1956 
Executive Health 
HAT ARE companies doing 
about executive health prob- 
lems? About 800 of them provide 
periodic physical examinations at 
the company’s expense. Programs 
have varying standards for eligi- 
bility—including fixed salary 
minimum ($8,000-$10,000) and 
executive level. Checkups are usu- 
ally voluntary, often take four to 
six hours. Basic examination 
is given every six months 
at General Aniline & Film 
Corporation, New York. 
Once yearly, executives 
are urged to have three- 
day clinic check-up. Offi- 
cers and division mana- 
gers get yearly examina- 
tions at clinics approved 
by Metropolitan Life In- 
surance Company at 
Westinghouse Electric 
Corporation. All execu- 
tives down to assistant de- 
partmental superinten- 
dents are covered by In- 
land Steel Company’s pro- 
gram, which examines 
men 45 or over every two 
years and younger peo- 
ple every three years 
with check-ups given more 
frequently, if necessary. 
Bills range from $80 to 
$125 for each exam. 
Industrial Relations Newa, 
April 7, 1956 
Anniversary in Milan 
HE PERMANENT Inter- 
national Committee on 
Industrial Medicine was 
founded in Milan, Italy, 
June 13, 1906, on the oc- 
casion of the First Inter- 
national Congress of Oc- 
cupational Medicine. In 
1956 the Committee will 
reach its Fiftieth year. To 
celebrate this anniversary, 
the President and_ the 
Bureau of the Committee 
have decided to hold a 
Conference of all the 
members of the Committee 
in the same place where, 
and at the same date 
when, the Committee was 
founded 50 years ago. The 
main topic of the Confer- 
ence will be a discussion 
on the past, present and 





FOR INTESTINAL DYSFUNCTION 


Each tablet cont: Extract of 
Rhubarb, Senna, Precip. Sul- 
fur, Peppermint Oil, Fennel 
Oil in activated charcoal base. 


e 
FOR BETTER SEDATION 


VALERIANETS-DISPERT® 


Each tablet contains 0.05 Gm 
Valerian Extract. 

Odorless Herbaceous Chocolate 
coated Tablets 


e 
FOR PULMONARY CONDITIONS 


TRANSPULMIN® 


3% solution Quinine with 
2¥2% Camphor for intramus- 
cular Injection. 


STANDARD PHARMACEUTICAL CO.. INC. 253 West 26th Street, New York 1, New York 





future activities of the Permanent lems of occupational disease and small plants, human factors re- 
International Committee on In- accidents but has been broadened lated to accidents, and industry’s 
dustrial Medicine in relation to to cover preventive medicine in contribution to rehabilitation 
the development of industrial industry and all other places of | each come under review. Included 
medicine throughout the world. employment.” The bulletin con- also are summaries, in both Eng- 
tains 17 articles in either French lish and French, of the discus- 
WHO on Occupational Health or English, with resumes in the sions at the Leyden and Milan 
\ HO BULLETIN, October, 1955, other languages. Pre-employment seminars. Like other WHO publi- 
has a group of selected papers examinations, sickness absentee- cations this bulletin is available 
from two occupational health ism, mental health, industrial from the Columbia University 
seminars held in Leyden in 1952, psychiatry, physical capacity, em- Press, 2690 Broadway, New York 
and Milan in 1953. “Occupational ployment, and medicosocial prob- 27, New York; $2 per copy, $12 
health,” says the introduction, lems of the aging worker, indus- per year. 
“is no longer confined to the prob- trial health services in large and Am. J. Public Health, March, 1956. 


a new and specific treatment of 


PREMENSTRUAL TENSION... 


CONTROLS THE 


e fluid retention 


@ anxiety-tension 


PAN BROMAL.:... 


combination therapy for a complex condition 


Pamabrom (to neutralize the action 
Each tablet of the antidiuretic hormone) 50 mg. 
contains: Pn ba jp sulfate (to elevate the mood). 2.5 mg. 
Carbromal (to relax tension). . . 1380 mg. 
Salicylamide (to relieve pain) . 250 mg. 
Bottles of 24 and 100 tablets 


WHITTIER LABORATORIES ¢ 919 N. MICHIGAN AVE., CHICAGO 11, ILLINOIS 
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relieved in most cases, by 
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CAPSULES G3 -superior relaxant 






Breaks the pain-spasm chain reaction by the relaxant 





action of mephenesin, enhanced by glutamic acid 





hydrochloride. .. more effective’ and longer lasting! 






than mephenesin alone. Eases pain and muscle-spasm 





without impairing strength; relieves anxiety 






and nervous tension without impairing mental alertness. 


bi 1. H. ROBINS CO., Inc., RICHMOND 20, VA 
(e) Wek Et} , Pharmaceuticals of Meritt sin 1878 







In each capsule: !. Bender, T. J., Jr.: IMA 
Mephenesin 0.25 Gm {labama 24:217, 1955 
Glutami ce Acid > Hermann, 1. Fy and Smith, R. T. 






Hydrochloride O30 Cim J} Lancet 71, 1951 

















APPRAISING HEARTS 
IN INDUSTRY 





Industrial Medicine demands the most accurate 
and dependable cardiac diagnostic equipment pro- 
curable. The large and growing number of Cam- 
bridge Instruments used in industry and com- 
merce, is, therefore, significant. The Electrocardi- 
ograph is almost invariably recommended by a 
consulting Cardiologist who has been accustomed 
to Cambridge accuracy and dependability since 
internship. Furthermore, the Industrialist has 
excellent facilities for appraising comparative 
values of such equipment. They demand the best; 
accordingly the Cambridge Electrocardiograph 
becomes the instrument of choice. 

“Simpli-Scribe” Direct Writer 

Provides the Cardiologist, Clinic or 

Hospital with a _ portable direct 

writing Electrocardiograph of ut 

most usefulness and accuracy. Size 

103%” x 10%” x 11”; weight 28 

pounds, complete with all acces- 

sories 


“Simpli-Trol” Portable Model 
{ string galvanometer instrument 

the standard of comparison 
light in weight and simple to oper 
ate. Entire equipment in one ma 
hogany case, 8” x 19” x 10”; weight 
30 pounds. May be arranged for 
heart sound and pulse recording 

Send for descriptive literature 


CAMBRIDGE Also Makes the Standard String Galvanometer 
and Direct Writer Electrocardiographs in Multi-channel 
Models, Audio-Visual Heart Sound Recorder, Catheterization 
Monitor-Recorders, Operating Room Cardioscopes, Educa- 
tional Cardioscopes, Electrokymographs, Plethysmographs 
Amplifying Stethoscopes, Research pH Meters, Automatic 
Continuous Blood Pressure Recorders and Instruments for 
Measuring Radioactivity. 


CAMBRIDGE INSTRUMENT CO., INC. 
3716 Grand Central Terminal, New York 17, N.Y. 
Chicago 39, 4000 West North Avenue 
Cleveland 15, 172G Euclid Avenue 
Detroit 2, 7410 Woodward Avenue 
Philadelphia 4, 135 South 36th Street 
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ELECTROCARDIOGRAPHS 


Pioneer Manufacturers Of The Electrocardiograph 
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OINTMENT 


SALICYLATE 
as in arthritic, rheumatic, and other muscle 


and joint disorders, neuritis and neuralgia. 


Indicated for its counter-irritant action — 


CUM METHYL 


\ e content 
excoriations, minor burns 


arily for its iodin 
in enlarged glands. 


Both forms of lodex supplied in tubes of | oz. and jars of 1, 4, and 16 oz. 


and wounds, and inflammatory skin conditions. 


PLAIN OINTMENT 
Indicated prim 
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Menley & James, 
Limited 


91-27 138th Place 
Jamaica 35, N. Y. 





“makes any 
bandaging easy 


..-even splints on fingers and toes," 
doctors report. Gauztex is bandage- 
and-tape in one. Sticks only to itself. 
Regular and oil-resistant, both sterilized. 


Here's how easy it is... 
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a 3 — ed 


LOCK IT! | | WRAP IT! 


1. Lock it... by overlapping 

and pressing together. 

2. Wrap it... sticks to itself 

wherever it overlaps. 
Workers appreciate the comfort of 
Gauztex bandages. And its open 
mesh allows the skin to ‘‘breathe”’ 
... heal faster. There is no painful 
pull, no maceration, as with ad- 
hesive tape. Industrial doctors and 
nurses prefer Gauztex because it 
saves time and makes a compact 
bandage even in difficult places. 
Gauztex is offered in individual 
rolls...and in professional custom- 
cut rolls...regular and oil-resistant, 
both sterilized. 


SEND FOR FREE SAMPLE 





T cenerat BANDAGES, INC., DEPT. 1-4 
531 Plymouth Court, Chicago 5, Ill. 


Please send me 2 sample roll and information on 
Sterilized Gauztex industrial Gauztex 


Name and Title 
Address 
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Antiseptic soaps with 


GeTD rexactioropHene v.s.P.) 
are a must in controlling 
occupational dermatitis 


The use of G-11® soaps in washroom dispensers can serve two 
very important functions—the promotion of better personal hy- 
giene among employees and the protection of employees against 
skin disorders caused by bacteria. Knowing that the cleanser he 
uses is an antiseptic makes the employee more conscious of his 
personal cleanliness and encourages washing. Hexachlorophene 
soaps and detergents reduce the number of bacteria on the skin 
and provide a built-in protection that continues to inhibit growth 
after washing. 

No special washing. no special education in using G-11 soaps 
are required. Only regular use in regular ways —not exclusive use 

is needed. The use of ordinary soaps at home or off-the-job 
will not interfere with the protective action of G-11...the pro- 
tection it affords clings to the skin. 

G-11 is available in powdered, liquid or bar soaps, and in de- 
tergents and waterless hand cleaners. All G-11 soaps must meet 
rigid specifications for G-11 content—your assurance of proper 
performance. Hexachlorophene liquid soaps are the only anti- 
septic soaps recognized by the United States Pharmacopoeia and 
must be produced to stipulated specifications. 

Ask your supplier for more information on products contain- 


ing G-1l. 


SIE) Crceation 


Industrial Aromatics and Chemicals 
330 West 42nd Street +> New York 36, New York 


DATA AVAILABLE: 


Sindar will be glad to send vou. on request, technical information 
on the varied applications of G-11. 
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WHY PSORIASIS 


EIT 


The 25th edition of The Dispensatory of the 
United States of America’, published late in 1955, 
reports that ammoniated mercury ointment has had 
great usefulness in initial treatment of psoriasis. 
Approximately 80° of ammoniated mercury is rep- 
resented as metallic mercury (Merck |ndex’). 


Since RIASOL contains 0.45% mercury chemi- 
cally combined with soaps, its mercurial content is 
only |/9th (11%) that of ammoniated mercury oint- 
ment (5%) U.S.P. XV°. This reduction explains why 
irritation and side effects rarely occur with the use 


of RIASOL. 


The saponaceous vehicle of RIASOL carries the 
active mercury into the deeper layers of the epi- 
dermis, where the lesions of psoriasis originate. 
This explains why clinical improvement follows in 
76% of cases treated wth RIASOL as compared 
with 16!/.% in the controls. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 
cresol in a washable, non-staining, odorless vehicle. 




























Apply daily after a mild soap bath and thorough 
drying. A thin invisible, economical film suffices. 
No bandages required. After one week, adjust to 
patient's progress. 


Ethically promoted RIASOL is supplied in 4 and 
8 fld. oz. bottles at pharmacies or direct. 











l. The Dispensatory of the United States 
of America, 25th ed., 1955, p. 822. 









». Merck Index, 6th ed. 612 





1952, p 





3. The United States Pharmacopoeia, U.S.P 
XV, 1955, p. 410 











“After Use of Riasol 


Test RIASOL Yourself 


May we send you professional literature and generous clinical 
package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. iM-5-56 12850 Mansfield Avenue Detroit 27, Michigan 


RIASOL for PSORIASIS 
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tains 20% 
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EROSOL 
ORIGINAL SPRAY TOPICAL ANESTHETIC 


Stops pain in minutes, relieves for hours, minimizes 


painless, sanitary application. Con- 
dissolved benzocaine, most potent, least 


toxic of topical anesthetics. In bland, water-sol- 
uble vehicle. Use also for pre-debridement of 
abrasions, etc. 


ARNAR-STONE LABORATORIES, INC., 
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STAINLESS STEEL 
PHYSICAL THERAPY EQUIPMENT 


» © op o> > 


50 Mill Road, 


Freeport, L.1., N. Y. 


PB-110 
Hand, Elbow, and 


Paraffin Bath with remov- 


Foot 


able stand — electrically 
heated with thermostatic 


control. 


Literature on these and 
other equipment on request 


Cambridge Instrument 
Company 
Ciba Pharmaceutical 
Company 
Desitin Chemical Co 
Doak Pharmacal Co 
Dome Chemical 
Company 
Eaton Laboratories 
Ethicon Suture 
Laboratories 
Fairchild Camera & 
Instrument Corp. 
General Bandages 
Ile Electric Company 


ELECTRIC CORPORATION 


45 


4th cover 


26 
4) 


2nd cover 


5 
42 
37 


46 
48 


WIDELY USED 
IN INDUSTRY 
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REECE ORTHOPEDIC SHOE 


No. x175-CG—Men's 


No. x173-CG——Women's 
for 


BROKEN FOOT BONES 


CRUSHED TOES 


SWOLLEN FEET 


SMOOTHLY finished WOOD SOLE 
with AIRFOAM insole acts as splint. 


Keeps 


injured foot 


immobile. 


Keeps a man on his feet and on the job. Cool, firm 


but lightweight canvas 


upper laces entire length 


. makes for perfect fitting even though heavily 


bandaged. $iZES—Small, 


Medium, Large. 


WRITE FOR FOLDER 


REECE WOOD SOLE SHOE CO 


Dept. M 


Columbus, Nebr. 





Help Keep the Arthritic Working-— 
with Steroids plus BUFFERIN’ 


Every case of arthritis is a special problem. With treat- 
ment adjusted to suit the need of the individual, many 
an employee with a mild or chronic form of the disease 
may be kept comfortably at work. 


This is the regime for arthritic patients which Spies’ 
has advocated recently in the Journal of the American 
Medical Association: 

... Give salicylates in full dosage. 

... Combine salicylates with other antiarthritic 
agents for additive effect—thus making smaller 
doses of hormones possible. 

And for the salicylate... 


Use BUFFERIN—It ts well tolerated by arthritics 


BRISTOL-MYERS CoO., 


19 West 50 Street, 


a group especially susceptible to gastric upsets from 
straight aspirin.* 
If you wish, combine BUFFERIN with the steroid of 
your choice, in the dosage you prefer. In this way 
you personalize your therapy to your patient. 

Each BuFFeErIn tablet provides 5 gr. of acetylsalicylic 

acid with the antacids aluminum glycinate and 

magnesium carbonate. 

BUFFERIN contains no so- 

dium, hence is suitable for 

those on salt-restricted 

diets. 

REFERENCES: 


1. J.A.M.A. 159:645 (Oct. 15) 1955 
2. J.A.M.A. 158: 386 (June 4) 1955 


New York 20, N. Y. 





for postoperative comfort 


Even minor surgery leaves discomfort in 
its wake. Anesthetize the wound in those 
trying postoperative days with Nuper- 
cainal Ointment, the soothing, long-acting 
topical anesthetic. Potent, yet rarely sensi- 
tizing, Nupercainal is indicated postoper- 
atively in episiotomy, circumcision, varicose 
ulcers, hemorrhoidectomy, ete 


cainal 


topical anesthetic 


OINTMENT, 167 Nupercaine dibucaine CIBA) in 
lanolin and petrolatum base; tubes of 1 ounce, with 
“neel-off” labels and rectal applicator, and jars of 
1 pound for office use. 

CREAM, 0.50% 
tubes of 1% ounces. 


Nupercaine in water-soluble base; 


OPHTHALMIC OINTMENT, 0.567 Nupereaine in white 


petrolatum; applicator-tip tubes of 4 Gm. 


CIBA 


SUMMIT, N. J 





